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disturbed it is important, whenever possible, to use re-educative measures which 


restore normal reflexes and permit the discontinuance of treatment. 


Senokot—standardized total senna principles—stimulates peristalsis by a mechanism 


which closely resembles that of normal defacation (Lancet, 1952, 1, 655). Its 
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regular administration restores bowel tone, sensitivity and natural rhythm and 


allows dosage to be gradually reduced and finally discontinued. 


Granules: 2 02, 2/10; 6 02, 7/9 On N.H.S.: cost about halfpenny a dose. 
Tablets : 50, 2/5; 200, 7/3 Samples and literature on request 


WESTMINSTER LABORATORIES LTD., CHALCOT ROAD, LONDON, N.W.1 
G1532 
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SPRING 


when the wind sends clouds sailing 
high across the sky, and the breeze is fresh and fragrant. Flowers abound 
from the rich, dark earth, and amongst the new grass; trees wave their 
branches of buds and soft blossom. New life is all around, and all is filled 
with the pure joy of living. 


Freshness, newness everywhere, 
seeking out each separate cranny. And if the bright sun reveals your need 
of nursing equipment, keep pace with the spring and come to:— 


W -H «+ BAILEY & SON «+ LIMITED 


80 BESSBOROUGH PLACE + LONDON °* S.W.1. 
Showrooms: 2 Rathbone Place, London, W.1. Telephone: Victoria 6013-5 
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Nurses’ Aprons 


| 

i 

{ 
The “Hilda’’ Apron illustrated here 
a has a square bib without shoulder straps. 
| The gored skirt is extremely well cut, 


perfect fitting. 

Waist sizes 26” to 34” Price 10/11 each 
>» wer eoet”.,, “Tal each 

Also obtainable with shoulder straps. 

Waist sizes 26” to 34” Price 11/6 each 
» oo 36%¢t0 40%  ,, 12/3 each 

We also have in stock “Flora” Aprons; j 

these are similar to above but with 

round bib. 

Waist sizes 26” to 34” Price 11/3 each 
o so 36" to 40° »» 12/3 each 

With shoulder straps. 

Waist sizes 26” to 34” »» 12/- each 
Lae eae » 12/11 each * 


Postage and Packing extra. 


BABY SCALE 
HIRE SERVICE 


We have available for hire for periods of 
three months or more scales of the wicker 
basket type which weigh accurately from 4 oz. 
to 30 Ibs. ideal for test feeding. 


Full particulars sent post free. 


| E. & R. GARROULD LTD., 


| and is darted on the hips to ensure a 
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arrould S Federation of Rhodesia 
and Nyasaland 
Fine Quality Vacancies for Nurses 





Owing to the rapid expansion of this exciting country 
there is a steady demand for: 


Female State Registered Nurses 
(Preferably with Part I Midwifery) 


Female Registered Mental Nurses E 
Note: There are at present no vacancies for Male 
Nurses. 


Applicants must be single and under 40 and should 
have a keen sense of adventure. 


Starting Salaries: General Nurses: £620-£700 
Mental Nurses: £660-£740 


Prospects: All Sisters and Matrons posts are filled by 
promotion of staff already serving. 


As only single nurses are employed on the 
permanent establishment, there is a steady turnover of staff 
and promotion prospects are excellent. 


Leave: TWO MONTHS a year and it may be accumulated 
up to six months. 


FREE PASSAGE TO THE FEDERATION 


Application forms and full particulars from: 
U.K. and Western Europe: 
Secretary (R), Rhodesia House, 429 Strand, 
London, W.C.2. 
Elsewhere 
Secretary for Health, P.O. Box 8093,- 
Causeway, Salisbury, S. Rhodesia. 














150-162 EDGWARE ROAD. LONDON. W.2. _Tei.: PADdington 1001 
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HE FOUNDING OF THE ROYAL COLLEGE OF NURSING 
in 1916 is celebrated each year in April by its 
members, and these celebrations have created a 
tradition, marked not only by looking backward, 
but as much, perhaps, by a vitalizing sense of what the 
College means today and must continue to mean in future 


ears. 
Meeting this year in Exeter, in the Washington Singer 
Laboratory of the university, the 20 founder members 

nt were invited to stand and receive the applause of 
over 200 fellow-members; it was clear that the College is 
still not far distant from its early days, as measured by the 
human life-span, though greatly increased in membership 
and in the extent of its work. The announcement of a be- 
quest of money to be spent annually on new books for the 
College Library of Nursing, given in memory of another 
founder member, Mrs. Harold Cory, was also in keeping 
with the spirit of the occasion. On the following day at 
the Founders Day Commemoration Service held in the 
cathedral, members recalled the debt of gratitude owed 
to those whose far-sighted wisdom and generosity created 
what has become the largest single body of professional 
nurses in our country. 

The warm welcome from the chairman of the Exeter 
Branch, Miss J. Leiper, and from all who 
had helped to plan such excellent arrangements 
for the meetings, showed once again the great 
affection in which the College is held by its 
local Branches and the generous goodwill among 
fellow-citizens for the work which it does for 
the nursing profession. If last week the people 
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Members of the College 
leaving the Cathedral 
Church of St. Peter in 
Exeter after attending 
Founders 
Commemoration 
Service, (See also page 
465.) 
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College Celebrations at Exeter 


of Exeter were a little disappointed that their lovely city 
was late in putting on its springtime garlands, the brave 
wallflowers, tulips and daffodils already out in the public 
parks and squares must have seemed far advanced to those 
coming from northern counties. In glorious sunshine, the 
university buildings in their fine setting on a hill over- 
looking the distant moors and the clear pattern of post- 
war buildings emerging in the new city centre, could not 
fail to warm the heart even if the wind still had a keen 
edge. 

What must have been almost a record number of 
guests on such an occasion were greeted at the reception 
on Friday evening in the large ballroom of the Rougement 
Hotel by the Mayor and Mayoress of Exeter, Lt.-Col. and 
Mrs. R. H. Creasy, with the Sheriff and his lady, Mr. and 
Mrs. K. C. H. Rowe; Miss G. M. Godden, 0.B.E., president 
of the Royal College of Nursing; Dr. John R. Simpson, and 
Miss J. Leiper, matron of the Royal Devon and Exeter 
Hospital. A buffet supper was followed by some delightful 
music by student nurses of Exeter, and madrigals sung 
by the Elizabethan Singers. Here too, members had 
leisure to chat together and to meet Council members 
informally. Among other guests were Mr. Dudley Williams 
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Member of Parliament for Exeter, Mrs, Williams, mem- 
bers of the medical profession and their wives. 

After the Branches Standing Committee agenda had 
been concluded on Saturday morning, lunch was served at 
the Rougement Hotel to some 250 members and guests at 
tables gay with spring flowers. Dr. J. R. Simpson, presi- 
dent of the Exeter Branch of the Royal College of Nursing, 
presided and guests included the Rt. Rev. W. A. E. 
Westall, Bishop of Crediton; the Dean of Exeter, who won 
hearts with his keen appreciation of nursing when he 
replied to the toast proposed by Miss Leiper to ‘Our 
Guests’; Mr. Norman Capener, F.R.C.S., who blended 
humour nicely with seriousness in proposing the toast 
to the Royal College of Nursing; also Dr. E. D. Irvine, 
medical officer of health for the City of Exeter, and Lt.- 
Col. W. E. A. Orr, chairman of the Exeter and Mid-Devon 
Hospitals Management Committee. 


World Health Day Celebration 


CouNTESS MOUNTBATTEN OF BurMA and Mr. Derek 
Walker-Smith, Minister of Health, were speakers at the 
United Kingdom celebration of the 10th anniversary of 
WHO on Saturday, April 12, which included the first 
showing of a special WHO film, People like Maria. This 
film, which is to be televised on May 21, will be of particular 
interest to nurses who wish to work with the World Health 
Organization. It shows clearly that the great need is for 
teachers and administrators to train the local personnel; as 
the commentator says “WHO people are always working 
themselves out of a job!” The film shows three short 
stories. Maria is a Bolivian nurse whois sent to the Andean 
Indians to educate them in more healthful living methods; 
they resent her coming, and the film brings out very 
clearly a point that may not have been intended, that 
Maria’s need to do something for them was almost as great 
as their need for education. The resistance of the malarial 
mosquito to insecticides which have previously been effect- 
ive against them is the theme of the middle section and 
finally there is the story of a young Burmese boy of 20 
who has received an initial training from a Dutch WHO 
doctor as a ‘health assistant’. At the meeting it was grati- 
fying to learn that the UK is the third largest contributor 
to the WHO funds. 


New Department at Whipps Cross 


THE DucHEss OF KENT opened a new outpatient 
department at Whipps Cross Hospital, Leytonstone, 
London, on March 31. The department, which is in charge 
of Miss C. A. Robertson, has been converted from two old 
wards and is decorated in colourful contemporary style, 
with pegboard ceilings to deaden sound. A unique feature 
of the department facilitates the flow of patients from the 
reception hall through the changing rooms to the consult- 
ing rooms: in the reception and waiting hall, in the 
corridors outside the changing rooms and outside the 
doctor’s clinics, are groups of chairs upholstered in different 
colours. As there are always at least three types of clinics 
in session at the same time, each clinic is designated by a 
colour, so that the patient destined for the orthopaedic 
surgeon will always be seated on a green chair, while the 
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The richly carved stonework of the west front of 





cathedral shone golden in the afternoon sunlight as mem. , 


bers gathered to fill the great nave for the Founders Day 
Service. In his sermon, the Bishop of Crediton compared 
Christ’s work as carpenter—‘“our model craftsman” 
with the daily ministry of nursing, a transforming wor 
requiring infinite patience, endurance and discipline, H, 
spoke, too, of the important work of the Royal College of 
Nursing in its concern for the good ordering of a 
profession. Other members attended the service of Bene. 
diction at South Street Roman Catholic Church conducted 
by the Rev. Canon Tobin. 

By kind invitation of the Exeter and Mid-Deyoy 
Hospitals Management Committee, afternoon tea in the 
new nurses home at the Royal Devon and Exeter Hospital 
with Miss Leiper as hostess, brought to a happy and 
friendly close the 1958 Founders Day celebrations. 






The 
OF KENT talk- 
ing to a small patient 
inthe children’s ward 
at Whipps Cross 
Hospital. 


DUCHESS 


medical patients will have the blue ones. Already this has 
speeded the flow considerably and it is possible for the 
sister-in-charge to see at a glance how the sessions are 
progressing. The only thing that would seem likely to 
hinder events is the colour-blind patient! 


Elected to the States of Guernsey 


Miss EMMA FERBRACHE, S.R.N., a4 member of the 
Guernsey Branch of the Royal College of Nursing, is to be 
congratulated on being elected a People’s Deputy, repre- 
senting the constituency of St. Peter Port, at the recent 

: general election held in Guernsey. 
This is indeed an honour, for the 
States is the parliament of the 
Island, and is among the oldest 
of British legislatures; it fune- 
tions quite independently of the 
British Parliament. It is’ pre 
sided over by the Bailiff who is 
also the president of the Royal 
Court. He is a lawyer and is 
appointed by the Crown. Also 
sitting as ex-officio members are 
the law officers, also appointed 
by the Crown. Thus the presi- 
dent and the law officers are not 
affected by the goings and comings of governments nor by 
the rise and fall of party majorities. Apart from these 
officials the house is composed of 12 Conseillers, 33 Peoples 
Deputies and 10 Douzaine Representatives (elected by 
the parish assembly ‘douzaine’). There are no political 
parties in Guernsey and, although the States meet to 
make laws, the function of government is really done 
by committees, boards and councils who themselves 
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gontrol the various admini- 
d¢rative departments much as 
the Ministries function in this 
country. The island is a self- 
entained community and 
there is a general hospital (145 

, also a maternity and a 
mental hospital. Recently it 
was announced in Parliament 
that an arrangement exists, 
whereby a United Kingdom 
resident needing medical 
attention when in Guernsey 
receives both hospital and 
medical attention free. Guern- 
seyis really not just an island. 
PPY and tt is strictly a Bailiwick and 
. includes the other islands of 
Alderney, Sark and Herm. 
At the moment a modern 
hospital is being built in 





















The Budget 


IN THE BuDGET introduced on April 15 the Chan- 
cellor proposed to enable some deduction to be claimed 
in respect of subscriptions to professional societies with 
activities relating to an employee’s work and for certain 
‘his has statutory registration fees—which subscriptions to which 
societies will not be clear until the Finance Bill is pub- 
ns are lished. We trust that members of the Royal College of 
ely tof Nursing will benefit by this concession. 





District Nursing Magazine 


rnsey THE FIRST NUMBER OF District Nursing* was published 
of the last week by the Queen’s Institute of District Nursing; it 





Tsey, 

ot a HE NATIONAL UNION OF STUDENTS at their biannual 
“ dest council meeting in London have passed a resolution 
fale deploring the student life in many training colleges; 
of re they are deeply disturbed by the ‘unhappy atmosphere’ 
and ‘appalling staff-student relationships’ in some women 
F» ‘6 teachers’ training colleges. Reading these reports one feels 


Royal that student nurses’ lives are positively emancipated in 
..— comparison with some of the conditions that appear to 


“eC exist in these training colleges. Student nurses who con- 
sare Stantly bewail the fact that they are not treated like 
intedy Students in their off duty life would be surprised to read 
resi Some of the criticisms. While echoing many of the cries 
Z not Made by Virginia Woolf in A Room of One's Own, a series 
chi of criticisms listed include the following: many colleges 
th a have a system of fines for offences like running in the 
voles corridors, lateness for meals and leaving baths running un- 
I by attended; some colleges will not allow their students out 


tical late in the evening so that they cannot go to a concert or a 
| theatre ; excessive restrictions on visitors, particularly men. 

The report says it is common practice in women’s 
colleges for students to lay and clear tables and wash up at 






‘ 2 NURSING TODA Y— 
Alderney with the aid of the Nuffield Trust. pove: she Minister of Health 
inspecting the photographs and 

. . e . t 2 . . & 
Florence Nightingale Commemoration Service 20Mr' - ogra ae 


- All Souls Church, Langham Place, W.1 ene new mobile . een 
Cxntolli0onN Vans, Wt ass 
Monday, May 12, at 6 p.m. Patricia A. Sutherland, third- 


Princess Alexandra will be present. Tickets year student nurse from St. 
quailable from the Florence Nightingale Memorial Stephen's, Chelsea, before it 


Committee, 7, Grosvenor Crescent, S.W.1. leaves London for towns and 
cities throughout the country. 
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—NEW MOBILE VANS 


Also pvresent were Dame 
Elizabeth Cockayne, and 
Miss K. A. Raven, (below), 
and vepresentatives of the 
South-West Metropolitan Hos- 
pital Board. The Minister 
veported 22,000 more whole- 
time nurses and 15,000 more 
part-time nurses since 1949 
and, since 1955, a 30 per cent. 
and 40 per cent. increase re- 
spectively, in women and men 
student nurses in mental and 
menial deficiency hospitals. 






was launched at a sherry party attended by nurses and 
representatives of nursing and allied journals. Welcoming 
this successor to the Queen’s Nurses’ Magazine, Mr. A. H. 
M. Wedderburn introduced the editor, Mr. Lanchbery, and 
wished the new monthly magazine a great future. The 
first issue carries a portrait of Queen Elizabeth the Queen 
Mother, patron of the Institute, and a personal message 
from Princess Alice, Countess of Athlone, president. We 
wish all success to this specialized nursing journal in its 
policy of promoting integration within the National Health 
Service and the fostering of mutual understanding. 


*Obtainable from Q.1.D.N., 57, Lower Belgrave Street, London, 
S.W.1, 12s. a year. 


rea Talking Point 


least one meal a day; in some cases to clean lecture rooms 
and to see that ink and chalk are available for lecturers. 

One girl was threatened by her vice-principal that she 
would “fail her final examination because she had been 
seen kissing a man inside the gate’”’, and another principal 
was said to be “fair and just until it came to the question 
of dancing and men”’. 

May we for once in this column permit ourselves a 
measure of complacency and smugness? A curious belief 
exists among student nurses that life at a university is one 
of complete unhampered freedom, and that it is only in 
hospitals that there is any measure of discipline imposed 
by authorities. Apparently this is not so, and there is 
always the apocryphal story of a certain college which 
allows its women students only to receive men in their 
rooms until 7 p.m. and then only if the bed is removed 
into the corridor. On the whole the average student nurse 
has a very lenient time in her off duty, always remember- 
ing that the hospital staff must in some measure stand in 
loco parentis. 


WRANGLER. 





by C. K. BYRNES, F.R.C.S.1., F.A.C.S. 


very young it is often missed and in the elderly 
it is too frequently considered diagnostic of 
cancer of the gullet. 

In writing this paper I hope to point out that ‘diffi- 
culty in swallowing’ is quite common, and that it is often 
due to a benign lesion which, under modern surgical and 
nursing conditions, may not prove fatal or make the 
patient’s life miserable. 

The common causes of dysphagia are as follows. 


YSPHAGIA IS A LESION which may be seen in 
Poe from the cradle to the grave. In the 


Congenital 
A. Those which cause complete dysphagia. 
(1) Complete stoppage of upper oesophagus, the upper 
part of the lower oesophagus opening into the trachea. 
(2) The upper part ends blindly and the upper end 
of the lower part also ends blindly. 
(3) The upper end part and lower part form a fistula 
into the trachea. 


B. Those which cause incomplete dysphagia. 

(1) The oesphagus is patent throughout but there is 
a fistula between it and the trachea. 

(2) The oesophagus is patent but it is narrowed 
at one part. 


Acquired 
A. Benign. 
(1) Corrosive fluids. 
(2) Hysterical. 
(3) Plummer Vinson syndrome. 
(4) Hiatal hernia. 
(5) Cardiospasm. 
(6) Diverticula. 
(7) Tuberculosis. 
(8) Benign tumour. 


B. Malignant. 

(1) Post-cricoid. 

(2) Middle oesophagus. 

(3) Lower oesophagus. 

(4) Stomach fundus. 

I will now take each type and describe briefly the 
diagnosis, treatment and nursing of these cases. 


Congenital Complete Dysphagia 


I know of no other lesion where it is more important 
for the nurse, especially the midwife, to be equipped to 
make a diagnosis. Frequently there is no medical man 
at the birth of the infant; therefore if lives are to be saved 
from this lesion the nurse who delivers the patient must 
often make the diagnosis herself, or she must at least 
suspect that there is a stoppage of the infant’s gullet. 

In the majority of cases the diagnosis can be arrived 
at by the following symptoms: 

(a) Poor respiration. Infants afflicted with this lesion 





This and the following article, on ‘Diets for Oesophageal Cases’, 
are reproduced by courtesy of the Editor, ‘The Ivish Nurses’ 
Magazine’. 





DYSPHAGIA 
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, Surgeon, Richmond Hospital, Dublin. 


do not breathe properly as there is a ‘hole’ between the 
trachea and oesophagus. 

(b) Cyanotic spells may be present. 

(c) There is excessive mucous in the mouth ang 
throat. This is invariably present. 

(ad) Fullness in the upper abdomen. This indicates 
that there is a fistula between the lower oesophagus and 
trachea. 

The baby may appear normal at birth, but when any 
attempt at feeding is made the child chokes and becomes 
cyanosed. This indicates obstruction of the upper part 
of the gullet. The baby is always hungry and sucks avidly, 
In one of my cases the grandmother remarked that the 
child was a ‘marvellous feeder’ because the infant sucked 
well but then choked. 

It is amazing how these babies live for a week or 
10 days without any food, and they die in the majority 
of cases diagnosed as broncho-pneumonia. 

The diagnosis can be confirmed by passing a tube into 
the gullet and if a resistance is felt this manoeuvre is 
sufficient to confirm the lesion. 


Treatment. The only treatment is an operation to 
join the oesophagus and the best time for the operation 
is in the first 24 hours of the infant’s life. 

From the time the diagnosis is made until the time of 
operation the baby is in the nurse’s care and proper 
management during this time is most essential if the 
outcome of treatment is to be successful. I need hardly 
say that the operational risk is very great, but when one 
remembers that without surgery the condition is 100 per 
cent. fatal one must realize that surgery offers the only 
chance of survival. 


Pre-operative nursing . 

(a) Oxygen is generally necessary particularly if 
pneumonia is present. This is often the case if an attempt 
has been made to feed the baby. 

(b) When the diagnosis is even suspected all food 
must be withheld. 

(c) The mouth and pharynx must be repeatedly 
aspirated with a soft rubber catheter. This aspiration 
must be meticulously carried out as often as necessary, 
and a nurse should be in constant attendance to carry this 
out. Periodic aspiration at stated times is of no use. 

(d) The baby’s head should be kept low. 

(e) The baby must be changed from side to side as 
this keeps the lungs expanded. 

(f) Rectal fluid and antibiotic should be left to the 
medical man in charge to prescribe. 

(g) The baby should have a blood type as a blood 
transfusion is generally necessary during the operation. 

(h) The site of operation is through the right chest 
and this should be prepared in the usual way. I personally 
prefer tinct. Merthiolate as an antiseptic for painting 
the skin. 

(¢) Vitamin K should be available as it is often used. 

(7) The baby should be nursed in an incubator. 

The only comment I will make regarding the opera- 
tion is that the theatre temperature must be higher than 
that for an adult operation, and that the theatre should 
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Post-operative Nursing 

(a) There may be no dressing on the wound. A spray 
of Nobecutane on the stitches may be applied. If, how- 
ever, a dressing is applied it need not be changed for 10 
to 12days. — saa : 

()) Continue nursing in an incubator. 

(c) Feeding is generally carried out through a small 

ene tube which is passed via the gullet into the 

stomach during the operation. 

(d) Oral feeding is generally started in four to seven 


i, A catheter is placed in the chest cavity at opera- 
tion. This is brought out through a stab wound between 
the ribs. This tube is connected to a glass tube which in 
turn passes through a rubber cork into a bottle. In the 
pottle the glass tube passes under water. ' Also in the 
rubber cork is a short glass tube open to the air. This unit 
is termed an under-water seal. The bottle at all times 
must be kept lower than the baby’s chest. This seal is 
used for two purposes: to drain off fluid from the chest, 
and to allow air from the pleural cavity. 

The fluid in the glass tube of the underwater seal 
must be oscillating at all times, and if it stops it must be 
immediately reported. It may stop for one of three 


reasons: 
(1) the catheter has left the chest; 
(2) the catheter may be blocked by a blood clot; 
(3) the lung may be completely expanded, when the 
oscillation becomes minimal. 
If there is any doubt as to why the oscillations have 
ceased a portable X-ray should be used. 


Congenital Partial Dysphagia 


Congenital partial dysphagia in the majority of cases 
is never so urgent as the types just described. If a fistula 
ispresent an operation is performed and the post-operative 
treatment is similar to that of the others. If there is only 
a stenosis this is generally treated by dilatation with 
bougies. 

The congenital type causing complete dysphagia is 
alethal disease. If these babies are to be saved the nursing 
profession must know about the condition, and at least 
suspect that the gullet is blocked. 


Acquired Dysphagia 


(1) Corrosive fluids. This is a most uncommon form 
of dysphagia in this country. The difficulty in swallowing 
may come on quickly or may be delayed. The treatment 
is most difficult as the patient may eventually suffer from 
along fibrous stricture of the oesophagus. The treatment 
consists of either dilatation or replacement of the oeso- 


phagus by intestine. 


(2) Hysterical dysphagia. This is a very uncommon 
condition, and should not even be suspected unless the 
patient is thoroughly investigated. I have only seen one 
case in approximately 350 oesophageal cases. The 
common error is that the patient may have a pharyngeal 
diverticulum. If a definite diagnosis is made of hysterical 
dysphagia the precipitating cause must be sought for and 
temoved. This cured the condition in my one case. The 
cause is mostly an emotional strain. 


(3) Plummer Vinson syndrome. This is a common 
cause of dysphagia and is most common in women. As 
well as difficulty in swallowing the accompanying symp- 
tom is anaemia, There may be a change in the shape of the 
nails and there may be a sore tongue. This condition may 
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be the precursor of cancer and thus it is imperative that 
it is diagnosed and treated immediately. The diagnosis is 
generally easy—X-ray, etc.—and the treatment is iron 
and dilatation. 


(4) Hiatal hernia. In this condition there is a bulge 
of the stomach through the oesophageal opening into the 
diaphragm. It is a common condition, and in my unit 
in the Richmond Hospital I have seen over 70 cases in the 
last four years. This condition can occur at any age. In 
the very young and in the very old it can cause a fibrous 
stricture. In the old it can easily be mistaken for cancer. 
In middle life it makes itself apparent by symptoms of 
indigestion which becomes worse on stooping or lying 
down. This indigestion may be followed by dysphagia. 
On the other hand, a patient may have a hiatal hernia 
without any symptoms. If this is the case, patients 
should not be informed of the complaint as they become 
very nervous about the condition. If the lesion is causing 
any symptoms, operation should be carried out in the 
young and adult patient. In the very old, dilatation 
(which, incidentally, is a very risky procedure) should be 
carried out. After dilatation patients should be propped 
when sleeping with at least four pillows. They should be 
put on an easily digested diet and alkaline powder. Milk 
should be taken the last thing at night. Smoking must be 
substantially reduced and no alcohol allowed. 

As previously stated, these patients may present with 
very severe dysphagia caused by a fibrous stricture 
resulting from the hernia. These cases are very difficult 
to treat and, if brought to surgery, the operation is one 
of the most severe that can be carried out in the gullet. 
Therefore, it is imperative that if the diagnosis of hernia 
is made before the stricture stage the lesion is cured by 
surgery. Infants who suffer from hiatal hernia cannot, 
of course, complain but one should suspect the lesion if 
there is bloodstained vomit. 


(5) Cardiospasm. Patients suffering from this con- 
dition do not always complain of dysphagia, but if 
complaint of dysphagia is made diagnosis can generally 
be made by X-ray. These people lose weight due to partial 
starvation, and so the diagnosis of cancer can easily be 
made, especially if the patient is advanced in years. In 
cardiospasm, however, dysphagia is usually present for a 
long time. 

A patient suffering from any chest condition which is 
not diagnosed by the ordinary methods should have a 
barium swallow. I had one patient diagnosed as tubercu- 
losis for 10 years without any chest X-ray. When he was 
eventually X-rayed cardiospasm was found. Operation 
cured the condition and the patient gained about three 
stone in weight during the three months after operation. 

The diagnosis of cardiospasm is generally made by 
X-ray and the elimination of other conditions such as 
cancer, hiatal hernia, etc. 

Treatment: (a) Dilatation through an oesophagoscope. 

(6) Operation. This is a permanent cure and is not 
very serious. 


(6) Diverticulum. This condition can occur in the 
upper oesophagus as it joins the pharynx and is termed 
a pharyngeal diverticulum. It can go on enlarging for 
years before dysphagia becomes severe. These patients 
are often diagnosed as hysterical. They develop peculiar 
movements of the neck in attempting to overcome the 
difficulty in swallowing. The diagnosis is made by X-ray 
and the treatment is by operation carried out on the left 
side of the neck. 


(7) Benign tumour. This is a most uncommon con- 
dition. The onset of dysphagia is generally not as rapid 
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as in cancer, but unless the lesion is discovered the patient 
dies of starvation. X-ray makes the diagnosis and the 
treatment is surgical removal of the tumour. 


(8) Tuberculosis: This is also very uncommon but 
one must bear in mind that it can occur. It can cause 
dysphagia and is treated by streptomycin and dilatation 
unless it is very localised and then it may form a stricture 
which has to be excised. 


Cancer of the Oesophagus 


So far this article has only dealt with benign lesions 
and one can readily see from the foregoing that all 
dysphagia does not portend cancer. However, it is as well 
to remember that cancer of the oesophagus is a common 
condition. Cancer of the gullet is generally found in people 
over the age of 50 years, but it can occur in much younger 
cases. In my experience the youngest age was 35 years. 

The common symptoms are dysphagia and loss of 
weight. The lesion may occur in the upper, middle or 
lower part and it is as well to remember that cancer of the 
stomach fundus may cause dysphagia. Even when cancer 
of the oesophagus is diagnosed the patient must not be 
allowed to dic in misery. The patient comes to the stage 
of not being able to swallow his saliva and if one remem- 
bers that one secretes two pints of saliva in 24 hours their 
condition can become unbearable. These cases, unfortun- 
ately, are generally not seen very early as at the beginning 
of the condition the lesion does not narrow the gullet 
sufficiently to cause dysphagia. 

The lower end and stomach fundus are treated by 
resection and anastomosis. In the middle third, the 
tendency at present is to replace the growth by a plastic 
tube. The upper end is treated by resection. X-ray 
treatment is of no great benefit in this lesion. 


Pre- and Post-operative Nursing 


It will be seen from this article that nearly all cases 
of oesophageal lesions lose a considerable amount of 
weight, and therefore the pre-operative nutrition is a 
very important factor. After the resection of the gullet 
nutrition is also very important as a full diet cannot be 
allowed for a week or 10 days. 


Methods of improving patients before operation 
(1) Special diets mostly administered through a tube. 
(2) Intravenous fluids: (a) saline; (6) glucose; (c) 
plasma; (d) blood. 
(3) Rectal drip. 


(1) Special diets. Mostly administered through a tube. 
Miss Lacey’s article on page 445 covers this aspect of 
treatment. I should like to thank her and the other nurses 
in the Surgical Thoracic Unit for their excellent assistance. 


(2) Intravenous fluids: (a) Saline. This is not necessary 
as although there may be regurgitation of food the con- 
tents of the stomach are not vomited; it is actually 
dangerous as too much intravenous saline will cause 
pulmonary oedema. 

(6) Glucose. This is very useful in making up fluids 
in the patients who are dehydrated. The glucose has a 
food value. 

(c) Plasma. There are a number of commercial 
intravenous proteins on the market, but plasma is by 
far the most satisfactory. In other countries there is a 
fair incidence of hepatitis from this solution. In this 
country, however, this matter does not present any great 
problem as hepatitis is very uncommon from plasma. Two 
pints of plasma per 24 hours is generally sufficient for the 





protein breakdown in the patient. 

(Z) Blood. This is of course the best intravenoyy 
fluid. It must be given to bring up the haemoglobin to a 
least 80 per cent. It should be given a number of days 
before operation. 

(3) Rectal drip. Thismethod of giving fluids has gone 
out of vogue in many hospitals and some maintain that 
a rectal drip irritates the patient. This has not been my 
experience, and I consider this to be a simple way of 
making up fluids. It is given through a No. 8 English 
rubber catheter. The rate is 20 drops per minute. If given 
more quickly it may not be retained. Other materials 
such as glucose given per rectum are not absorbed. 

Below is a copy of the pre- and post-operative 
instructions for chest cases. These have been compiled 
as a guide to registrars, house surgeons and nurses. 


Routine Instructions for Pre-operative Chest Cases 
Patient’s name. 

(1) Skin examination and preparation for operation. Al] 
rashes to be reported and treated. Merthiolate used asa 
skin antiseptic. 

(2) Intake and output chart. 

(3) Urine and blood examination. These examinations to 
be carried out a week before operation if possible and 
also on the day previous to operation. 

(4) Patient not confined to bed. 

(5) Oral sepsis to be attended to. 

(6) Dehydration and malnutrition (oesophageal cases) to 
be corrected as much as possible by intravenous therapy 
and oral feeds, tube diet and Complan. 

(7) Pre-operative physiotheraphy—chest breathing exercises, 

(8) Sputum—amount—postural drainage, if necessary. 


Routine Instructions for Post-operative Chest Cases 

(1) Check blood pressure half hourly for first four hour 
then two-hourly for next eight hours, then thrice daily, 

(2) Check pulse and respiration half-hourly for first 24 hour 
then every four hours. 

(3) Check temperature every four hours. 

(4) Check underwater seal. Report absence of oscillation 
which may indicate lung completely re-expanded, tube 
out of chest or tube blocked. Measure underwater seal 
drainage at 8 p.m. and 8a.m.; add to fluid output chart. 

(5) Chest X-ray before leaving operation table and again 
each morning for first three post-operative days. 

(6) Encourage patient to cough and give tinct. benz. co. or 
Alevaire inhalations thrice daily. 

(7) Physiotherapy when patient is conscious. Chest and 
breathing exercises pre-operatively. 
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(8) Position. Alternate sitting up with lying on good side First . 


when blood pressure normal. 
(9) Oxygen (tent or B.L.B. mask) when indicated. 

(10) One half million penicillin units at 8'a.m. and midnight. 
Fstomycin at 4 p.m.—one injection daily. 

(11) Sedative drugs: Omnopon one-sixth for sleep as ordered. 

(12) Intravenons fluids—details to be decided by the surgeon 
and anaesthetist. 

(13) Proladone at 8 p.m.—8 a.m. 


Oesophageal Cases 
A. Resections of oesophagus 
(1) Routine chest treatment. 
(2) Aspirate duodenal tube hourly. 
(3) No fluids orally except streptomycin water (1 gr. per oz.) 
Sips for the first 24 hours, then intragastric drip at 
20 drops per minute. (Milk, glucose, orange juice, etc.) 
Stop drip if patient feels full or nauseated. Remove 
duodenal fluid in 72 hours. Then fluids orally if bowel 
sounds audible. 
B. Hiatal hernia 
(1) Routine chest treatment. 
(2) Aspirate duodenal tube periodically and remove in 
24 hours. 
(3) Fluids ad lib. after 24 hours. 
C. Cardiospasm 
(1) Routine chest treatment. 
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, No duodenal tube. 
) No oral fluids for 12 hours then ad lib. 
D, Plastic tubes 
}) Routine chest treatment. 
(2) Aspirate duodenal tube. 
(3) Intragastric feeding after 24 hours. Removed on the 
seventh day. 


Cardiac Cases 
(1) Routine chest treatment. 
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(2) Post-operative digitalis or digoxin as indicated. 
(3) No intravenous fluid. 
(4) Keep partially dehydrated for first few days. 


Pneumonectomy 
(1) Check pleural pressure in theatre and six hours after- 
wards. 
Lobectomy 


(1) Two underwater seals. 
(2) If pulmonary fistula, Steidman’s pumps. 


Diets for Oesophageal Cases 


by MARY LACEY, R.G.N., P.R.T.B. 


C. K. Byrnes’ Surgical Thoracic Unit I have nursed 
many oesophageal cases. From my experience I 

have learned that diet plays a most important part in the 
care of these patients both pre-operatively and post- 
operatively. Since normal diet is for the most part out of 
the question in those suffering from dysphagia it is most 
important that everything possible be done to make up 
for this deficiency. 

When compiling diets for these cases the following 
facts have to be borne in mind: 

(a) It must contain sufficient calories. 

(b) It must contain sufficient liquid. 

(c) It must contain vitamins. 

(d) It must not cause diarrhoea. 

(e) It must be reasonably palatable. 

(f) In some of these cases feeds must pass through a 

duodenal tube. 

Bearing these facts in mind, and with Mr. C. K. 
Byrnes’ approval, the following diets, which I have com- 
piled, are used satisfactorily in this department. 


Dex MY THREE YEARS AS STAFF NURSE in Mr. 


Hiatal Hernia and Cardiospasm 

Pre-operative: patient can usually manage ordinary 
meals except fried foods or salads. 

Post-operative: no oral fluids for first 12 hours. 
Thereafter Protovite drops added to all drinks. 





First Day 

8am. Strained tea 4 oz. 
9a.m. Orange juice ... 4 oz. 
10am. Soda water... ass ea 2 oz. 
lla.m. Citrated milk and soda water 4 oz. 
12noon Complan 2 oz. 
Tpim, Jelly... shy 5 oz. 
2p.m. Citrated milk ... 4 oz. 
3p.m. Orange juice ... 4 oz. 
4p.m. Strained tea ... 4 oz. 
5p.m. Complan eF se 2 02. 
6p.m. Citrated milk and soda water 4 oz. 
7p.m. Orange juice ... 2 oz. 
8p.m. Strained tea ... 4 oz. 
Total: 1,880 calories 45 oz. 





If patient is awake during the night small drinks of 
water or orange juice. 


Second Day 
8am. Strained tea ... 5 oz. 
9a.m. Orange juice ... és 5 0z. 
10am. Egg flip ay bas as 5 oz. 
lla.m. Citrated milk and soda water 5 oz. 
12noon Complan 2 oz. 





lp.m. Jelly 5 oz. 
Milk sf 5 oz. 
3p.m. Orange juice ... 5 oz. 
4p.m. Strained tea ... a 5 oz. 
6p.m. Complan or Bengers ... 5 oz. 
8p.m. Strained tea .. e% 5 oz. 
Total: 1,980 calories 52 oz. 
Third Day 
8a.m. Strained tea, crustless bread and 
butter 10 oz. 
9am. Orange juice ... 4 oz. 
10am. _ Egg flip at 5 02. 
llam. Complan ar ue AY ois 4 oz. 
1 p.m. Minced chicken, crustless bread and 
butter, jelly 4 oz. 
Milk... a ia 4 oz. 
3p.m. Orange juice ... eis ar se 5 oz. 
4p.m. Tea, crustless bread and butter, small 
portion scrambled egg 10 oz. 
6p.m. Complan oes 4 oz. 
8p.m. Tea 4 oz. 
Total: 2,345 calories 54 oz. 





Fourth Day 
Full diet. 


Pre-operative Diets in Carcinomas and Benign Strictures 


Patients cannot swallow solids but can take plenty 
of fluids. 


Daily 

8am. Citrated milk ... 5 0z. 
9am. Tea a 5 02. 
10am. Egg flip 5 oz. 
llam. Complan a iis Ba an 2 oz. 
12 noon Stout, if allowed, or citrated milk... 5 oz. 
lp.m. Jelly, blancmange or Farola... 10 oz. 
BOBS sas gas ae fy 5 02. 
2p.m. Orange juice ... sis ea “s 5 oz. 

3p.m. Complan to which chocolate or cocoa 
may be added , 2 02. 
4p.m. Milk, jelly and tea 10 oz. 
5 p.m. Bengers’ food 5 oz. 
6p.m. Citrated milk ... 5 oz. 
7p.m. Complan 2 02. 
8p.m. Orange juice ... 5 oz. 

Total: 2,600 calories 


71 oz. 





When the patient can swallow fluids but complains 


of nausea and vomiting the patient is fed through a duo- 
denaltube. The usual requirement is four feeds in 24 hours. 


(continued over) 
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Tube Feed 
Complan 2 oz. 
Milk 10 oz. 
Egg 1 oz. 
Glucose 1 oz. 
Total: 900 calories 14 oz. 
Alternative Tube Feed 
Casilan 1} oz. 
Milk 10 oz. 
Egg 1 oz 
Butter 4 oz. 
Maltose 1 oz. 
Total: 662 calories 14 oz. 





All milk used is citrated (10 gr. sodium citrate to 
5 oz. milk). More eggs may be added to each feed, stout 
also if allowed. 

Between each feed 5-6 oz. of the following may be 
given through the tube: albumen water; strained tea; 
orange juice. 

Protovite drops added to all feeds (12 drops daily). 


Post-operative Diets in Resections of Oesphagus 


First Day 
Intragastric drip and three tube feeds to be given 
during the 24 hours following operation. 


Intragastric drip 
Given at 20 drops per minute. Can be discontinued 
for short time if patient complains of discomfort. 








Tube Feed 
Complan 3 02z. 
Milk 10 oz. 
Glucose 1 oz. 
Egg 1 oz. 
Total: 1,150 calories 15 oz. 

Second Day 


Same as first day. 


Third Day 
Duodenal tube usually removed and patient given 
drinks as follows: 
1 oz. half-hourly for four hours 
2 oz. hourly for four hours 
2 oz. half-hourly for four hours 
Patient may then take normal drinks (four to five oz.) 
as desired. The following may be given: strained tea; 
citrated milk; egg flip; Complan; soda water; strained 
orange juice. 





Fourth Day 
8a.m. Strained tea, crustless bread and 
butter ; - 6 oz. 
9am. Egg flip 5 oz. 
10 a.m. Orange juice ... 5 0z. 
lla.m. Citrated milk. 5 oz. 
12noon Complan : 2 oz. 
lpm. Jelly and milk pudding 6 oz. 
Milk ... 5 0z. 
3p.m. Orange juice ... 5 oz. 
4p.m. Tea... 5 oz. 
Crustless bread and ‘butter, small 
portion scrambled °88 2 oz. 
6p.m. Complan : 2 oz. 
8pm. Tea 5 oz. 
Total: 2,000 calories 53 oz. 








Fifth Day 
8a.m. Strained tea ... G3 Pe 5 oz, 
Crustless bread and butter ray) 20 
Scrambled egg 202 
10a.m. Egg flip 5a 
lla.m. Orange juice ... 502 
12noon Complan 202 
1 p.m. Minced chicken A 202 
Crustless bread and butter ... 202 
Milk tia itd 602 
Milk eee 5 02. 
3p.m. Orange juice ... 5 oz, 
Apa. Tea <:. cas i yo 802 
Crustless bread and butter ... 2 02, 
Scrambled egg 2 on, 
6p.m. Complan 2 07, 
8p.m. Tea 502 
Total: 2,000 calories 60 oz 


Full diet from this on. 


Post-operative Diets when Plastic Tube replaces part of the 
Oesophagus 
Intragastric drip for 6-7 days. Three feeds to be given 
in 24 hours at 20 drops per minute. In between feeds give 
albumen water and orange juice to keep tube clear. 


First Day 
Citrated milk, 
Orange juice, 
Glucose, made up to one pint, in all. 
Patient is usually on an intravenous drip as well, 


Second Day 
Citrated milk 
Complan 2-3 oz. 
Egg 1 oz. 
Glucose 1 0z., made up to one pint in all. 


Third Day 

If patient can tolerate more eggs, add two to each 
feed. When intragastric drip is discontinued (usually o 
the sixth or seventh day) continue as for resection of the 
oesophagus. 


Other Tube Feeds 


1. Maltose feed 

One tablespoonful Maltose 

One tablespoonful butter 

Half-pint of milk 

One egg 

One tablespoon flour—615 calories. 

Method: Melt butter and stir in flour. Add milk and 

Maltose and bring to the boil. Simmer for 15 minutes, 
Allow to cool and add well-beaten egg. 


2. Tube feed 

One pint of milk 

One egg 

One oz. of Maltose 

Half-ounce of butter 

Half-ounce of Casilan—735 calories. 

Method: Add blended Casilan to moderately heated 

milk. Stir in Maltose and add well-beaten egg. 






Normal Full Diet 

Breakfast 
Bacon ... ae we aus 2 oz. 
Egg ss oe Sse ai 1 oz. 
Two slices of bread 
Butter oe $ 0z. 
Milk in tea or coffee ee 2 oz. 






Marmalade or fruit 


Sugar $oz.— 830 calories 
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inner 
Beef or other fresh meat 


3 oz. 
Potatoes et aes Ges 2 oz. 
Cabbage or other vegetable ... 6 oz. 
Fruit or milk pudding or suet 
pudding see vee ven 6 oz.—1,100 calories 
Tea 
Two slices bread 
Butter 1 oz. 
Milk in tea 2 oz. 
Sugar $02. 
Jam or fruit — 560 calories 
Supper 
Soup Milk in tea 
Fish Sugar 
Potatoes Tomatoes 
Bread and butter Salad 
Cheese Sauce — 825 calories 


When one compares a normal diet with the amount 
of nourishment an oesophageal case is able to take one 
cannot but realize the amount of kindness and sympathy 
that must be given to these patients in order to help them. 





NYONE WHO KNOWS the delightfully unspoilt Sussex 

countryside inland from Hastings, with its little hills 
dotted with woodland (where, in springtime, primroses 
and bluebells flourish as nowhere else) will be pleased to 
hear that this is where a site has been chosen for an 
international village of our own—an extension of the 
well-known Pestalozzi Village at Trogen in Switzerland. 
About 130 acres of farmland surrounding a picturesque 
manor farmhouse have been acquired near the pretty 
little village of Sedlescombe; it is three miles from the 
historic market town of Battle and within a reasonable 
bus ride of the seashore. 

The farming facilities are important, for it is intended 
to train the children in farming and rural occupations 
with a view to some of them emigrating eventually to the 
Commonwealth countries. Also fresh fruit and vegetables 


A view from the air 
of the site of the new 
British  Pestalozzi 
Village at Sedles- 
combe, near Baitle, 
in Sussex. An old 
manor farmhouse 
will form the nucleus 
of the 
international village. 









Decline of Tuberculosis 


OF of the great medical triumphs of the last decade 
has been the control of tuberculosis. With the advent 
of the ‘wonder drugs’, streptomycin, para-aminosalycilic 
acid and INAH, and the advances in thoracic surgery, 
many of our sanatorium beds arenowempty. The National 
Association for the Prevention of Tuberculosis has ex- 
tended its scope to include all diseases of the chest as a 
visit to their conference in July will show. 

It is interesting therefore to look at the results of a 
mass radiography survey carried out in the borough of 
Morley, and to see how a measure originally devised to 
spot latent tuberculosis among the population has become 
a check on a far wider group of diseases. Of 2,325 people 
X-rayed, four cases of active and six of inactive tuber- 
culosis were found, and three cases of cardiac disease, two 
of chronic bronchitis, a suspected neoplasm, a pneumonitis 
and a pneumoconiosis. 

Two potent sources of tuberculosis infection are still 
present in the country, however: elderly men, suffering as 
they think from bronchitis, are in some cases tuberculous 
and are thus a source of infection, especially for young 
children. The other source, which has become sufficiently 
evident to have questions asked in Parliament about it, is 
the number of immigrants with active tuberculosis. 


A Pestalozzi Village 
in Britain 


FOR REFUGEE CHILDREN OR ORPHANS 
FROM THE COMMONWEALTH 


and farm produce will be available. 

A good deal of building and adaptation 
willneed to be done, but it is hoped to receive 
the first party of children perhaps next year; 
they will be accommodated in the existing 
building after the necessary alterations have 
been made. The first group will be teenagers, 
as the accommodation will be more suitable 
for them, and it is hoped to draw some of 
them from refugee camps in Europe who are 
urgently in need of such help. 

The main farmhouse on the estate was designed by 
Decimus Burton, a contemporary of Nash, and is 
surrounded by farm buildings, a delightful garden with 
rosebeds and a tennis court; there is also a walled market 
garden, with peaches, nectarines and other fruit growing 
on its walls. Nearby is an apple orchard and there are 
several glasshouses. 

Funds are needed for building the children’s houses 
and for the extensive alterations that must be undertaken 
before even the first group of children can be received. 
It is a truly constructive piece of work in every sense of 
the word—for these children will learn the British way 
of life in surroundings of happy international comradeship, 
and they will be fitted to be useful citizens wherever 
their careers may lie in the future. 


children’s 








Anatomical Sites for Intramuscular 


Injections 


by C. H. BARNETT, m.B., F.R.c.s., Department of Anatomy, 
St. Thomas’s Hospital Medical School, London. 


NTRAMUSCULAR INJECTIONS are commonly administered 

into three muscle masses: the deltoid muscle of the 

shoulder, the gluteal muscles of the buttock and the 

quadriceps muscle of the thigh. All three sites have 
their advantages and their defects or dangers. 


The Deltoid Muscle 


The deltoid muscle (Fig. 1) is the ideal site for 
injections of small volume. The muscle is usually bulky, 
the overlying skin is not very sensitive and the patient 
need not be undressed. Only one danger exists: damage 


to the radial (musculo-spiral) nerve. 

The deltoid is inserted almost 
halfway down the humerus, on its 
outer side. The radial nerve spirals 
behind the shaft of the bone and 
passes forward on its outer side a 
little below the deltoid insertion. 
It is essential, therefore, to make 


sure that the injection is adminis- , 


tered high in the upper arm. An 
inadequately rolled-up shirt sleeve 


may tempt one to inject into the / 


muscles lower down the arm, a 
procedure that puts the radial nerve 
in jeopardy. If this nerve is injured, 
the patient will be unable to extend 
the wrist and fingers and the serious 
deformity of dropped wrist will 
result. The possibility that the 
needle may perforate the deltoid 
muscle, injuring its nerve of supply 
(the circumflex, or axillary, nerve) is 
largely a hypothetical danger. 


Gluteal Muscles 


The gluteal muscles (Fig. 2) are 
probably the favourite site for intra- 
muscular injections. There is a very 
bulky mass of muscle and a large 
volume of fluid can consequently 
be accommodated. The danger of 
nerve injury is so real, however, that 
some authorities have advocated the 
abandonment of this site. 

There is a great temptation to 
inject into the lower portion of the 
buttock. This part appears rounded 
and inviting, but it should be 
remembered that its contour is 
produced largely by fat, not muscle. 
The main reason why injections 
must never be given here, however, 
is that the important sciatic nerve 
may be injured. 

This danger is a negligible one 
provided the needle is correctly 
sited. Imagine a horizontal line 
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S SCIATIC NERVE L. 


midway between the crest of the ilium and the fold of the 
buttock, and a vertical line midway between the lateral 
profile of the hip and the natal cleft (between the 
buttocks). If the buttock is thus divided, in the mind’s 
eye, into four, and only the upper and outer quarier used 
for injections, the nerve should be safe. 


Many sciatic 


nerves have been damaged, sometimes permanently, by 


injury. 
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injections into the other three quarters. For this reason 
it is imperative to recall the disastrous effects of sciatic 


The sciatic nerve supplies sensory fibres to the skin 


and, more important, controls all 
the muscles in the lower limb, with 
the exception of those in the front 
and inner side of the thigh. It can 
be understood why very large sums 
of money are paid as compensation 
to the paralysed victims of a mis- 
placed injection in the buttock. 

One other danger, inherent in 
any intramuscular injection, needs 
especial emphasis here. There are 
large veins among the gluteal muscles 
and the tip of the needle may rest 
in one of these. An inadvertent 
intravenous injection may result, 
sometimes with serious ill-effects. 
Routine withdrawal of the plunger 
of the syringe, to verify that blood 
cannot be aspirated, should prevent 
this accident. 

Occasionally, in a very obese 
patient, the needle tip remains in 
the thick subcutaneous fat of the 
buttock and does not penetrate the 


~ gluteal muscles. However, a needle 


of adequate shaft length (14 inches 
or more), directed at right angles to 
the skin, should ensure that all 
injections here are truly intra- 
muscular. 


The Quadriceps Muscle 

The quadriceps muscle (Fig. 3) 
is becoming increasingly popular as 
a safe site for intramuscular injection. 
The needle should be introduced into 
the antero-lateral aspect of the 
upper thigh, where there is no risk 
of damaging the femoral vessels 
and nerve. 

This site has a special advantage: 
a prolonged course of injections can 
be given without the necessity to 
puncture the same area of skin 
repeatedly. It has only one defect: 
injections here sometimes hurt the 
patient considerably even when the 
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on causes of painful injections (blunt needle, in- 
sufficiently tensed skin, the introduction along the needle 
track of antiseptics used for cleaning the skin) have all 
been scrupulously avoided. Probably the thick aponeu- 
rosis on the outer side of the thigh is responsible for this 
unfortunate side-effect, though the exact causation of the 
pain is obscure. Other sites may be used for intra- 


APARTHEID 


A background picture from the Africa Bureau 


HE RACIAL POLICY of the South African Government 
has become the immediate concern of nurses 
everywhere because under the South African 
Nursing Act of 1957 a colour bar is being imposed 
on members of their profession. Many nurses are therefore 
seeking information about conditions under which their 
colleagues in South Africa are working. But British 
nurses have a dual responsibility in this matter because 
the non-white people of South Africa were, before the 
South Africa Act passed by the British Parliament in 
1909, the wards of the British Crown. The international 
community is also involved because in 1919 through the 
League of Nations it entrusted to South Africa the 
administration of the one-time German colony of South- 
West Africa. Unlike all other mandatory powers, South 
Africa refused, after World War 2, to enter into an 
agreement with the United Nations Trusteeship Council; 
she still holds the South-West African Mandate in the 
name of the British Crown, and the majority of the 
legislation enacted is applicable in the Territory as well 
as in the Union itself. Thus the British people have, 
historically speaking, a responsibility to the under-privileged 
people of both the Union and the Mandated Territory. 

When the Union of South Africa was created in 
1910 and its Government became independent of the 
Imperial Parliament in London, the memory of the Boer 
War was fresh. Statesmen of Britain and South Africa 
were preoccupied with the problem of finding a means 
whereby Englishmen and Boers, or Afrikaners as the 
South Africans of Dutch descent are now known, could 
live side by side. The attitudes of these two groups 
towards the non-white population differed substantially, 
but they were also divided by differences of tradition and 
culture, divisions which since 1910 have shown little 
sign of disappearing. 

The majority—80 per cent.—of the population of 
nearly 144 million is non-white. Africans number 
9,600,000, Coloureds (of mixed race) and Asians together 
number 1,770,000, and Europeans 3,011,000. Although 
the divisions among the non-white people are as clear-cut 
as those between the two white groups, they have been 
drawn more closely together in recent years because of 
their common opposition to apartheid, the government’s 
policy of racial segregation. 

The Nationalist Party, which under the leadership 
of Prime Minister Strijdom forms the government, has 
been in power since 1948. During its period of office 
numerous laws have been enacted with the avowed 
purpose of implementing apartheid. The Group Areas 
Act of 1950 and its subsequent amendments and additions 
have been variously described as the ‘kernel’ and the 
‘cornerstone’ of this policy. Briefly its purpose is to extend 
and crystallize residential racial segregation. Under it the 
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muscular injections (for example, the triceps muscle in 
the back of the upper arm and the pectoralis major 
muscle in the front of the chest), but the three common 
sites discussed above suffice for all normal requirements. 


[We are indebted to Dr. C. H. Barnett and Messrs. H. K. Lewis, 
publishers, for permission to use the illustration on the opposite 
page from Miss M. A. Gullan’s Theory and Practice of Nursing.] 








THE AIMS OF THE AFRICA BUREAU 


To inform people in Britain and elsewhere about 
African problems and African opinions thereon, and 
to convey to Africa accurate reports on events and 
attitudes in Britain that concern them. 

To help peoples in Africa in opposing unfair 
discrimination and inequality of opportunity and to 
foster co-operation between races. 

To promote policies for furthering the economic, 
social and political development of all communities 
in Africa, and especially the establishment of 
responsible self-government where this does not exist. 

To promote projects in Africa, or for Africans 
elsewhere, of education, development and inter-racial 
co-operation. 

To establish and administer, through its execu- 
tive committee or trustees, trusts and trust funds for 
any of the foregoing purposes. 


EXECUTIVE COMMITTEE 
Lord Hemingford (chairman); Lady Pakenham; 
Rt. Hon. A. Creech Jones, m.p.; Mr. Philip Fothergill; 
Rev. Trevor Huddleston, c.R., D.D.; Mr. Peter 
Calvocoressi; Mrs. J. Grimond; Miss Mary Benson; 
Mr. Peter Parker; Rev. Michael Scott. 
SECRETARY: Miss Jane Symonds, 65, Denison House, 

296, Vauxhall Bridge Road, London, S.W.1. 











population is divided into three main categories: white, 
Bantu (African) and Coloured, and subsequently three 
groups of Indians, Malays and Chinese have been created 
within the category of Coloureds. Provisions have also 
been made to divide the African population into ethnic 
groups according to their tribes. Some supporters of 
government policy claim that the intention is to provide 
facilities for each racial category—they are ‘separate but 
equal’—but after examining legislation passed, it is clear 
that apartheid is intended to preserve white domination. 
Legislation passed in 1936 provided for 13 per cent. 
of the land area to be Native Reserve land and at present 
approximately 11 per cent. has been so designated; since 
coming to power the Nationalist Government has taken 
no steps to increase the native areas; thus 66 per cent. 
of the population is to be allocated 13 per cent. of the land. 
Overcrowding in the rural areas and the attractions 
of city life have led many Africans to the great cities. 
The non-white population of Johannesburg is approxi- 
mately 650,000. Many are migrant labourers serving a 
contract in the mines on the Rand and separated from 
their families, but most live in the townships and locations 
which have grown up around the great city and know no 
other home. They work in the white-owned mining 
companies, or the white-owned commercial businesses 
and factories, or perhaps they are domestic servants in 
the white man’s houses. In spite of the proverbial 
prosperity of Johannesburg, a survey carried out at the 
request of the City Council in 1957 revealed that the 
income of the average African family there was between 
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£11 and £15 a month—that is, {6 to £10 below what was 
described as the ‘absolute barest minimum’ for subsistence 
of {21 per month. 


Education according to Race 


In 1955 the Bantu Education Act came into being. 
The purpose of this Act was to give to the Government 
control of all African schools and the reasons for it were 
clearly expressed by representatives of the Ministry of 
Native Affairs which now controls these schools. The 
enthusiasm of African children for education is well-known 
and the missions which before 1955 provided the majority of 
the African schools were never able to meet the demand 
for places, particularly in the urban areas. A vigorous 
government campaign to provide more school places 
would have been welcomed, but instead the Act provided 
for the complete take-over by the government of all 
private schools for Africans and no such school could 
continue without being registered with the Department 
of Native Affairs (not, it should be noted, with the 
Ministry of Education) ; this recognition has been refused 
to a number of schools willing to continue without the 
full government subsidy. 

The missions, it was said, had created ‘wrong 
expectations’ among the African people by providing them 
with the same education as Europeans. Bantu education, 
the Minister of Native Affairs has said, is designed to 
prepare the African for the fact that “there is no place for 
him in the European community above the level of certain 
forms of labour.” 

The teaching of English and Afrikaans is perhaps 
the best example of how the African will be fitted for the 
place which the Minister of Native Affairs envisages for 
him, for the Report of the Commission on Native Educa- 
tion, on which the Act was based, said that these lan- 
guages should be taught “in such a way that the Bantu 
child will be able to find his way in European com- 
munities; to follow oral or written instructions; and to 
carry on a simple conversation with Europeans about his 
work and other subjects of common interest.”’ But once 
learning has begun, legislation cannot regulate it and 
despite the difficulties which he must overcome, the 
African child will look for the opportunities of higher 
education. But here he will again meet apartheid. 

The Separate Universities Bill has been withdrawn 
until the next session of Parliament, presumably because 
of the great outcry against it which came not only from 
those traditionally opposed to the government. But 
Parliament has given its approval to the Bill in principle 
and the government is expected to press forward with its 
plans to prevent the admission of all non-European 
students to the ‘open’ universities of South Africa and 
insist instead that they attend segregated colleges directly 
under the control of the Minister of Native Affairs. 


Apartheid in the Professions 


In the professions too, the ambitions of the non-whites 
must take second place to those of the whites. The 
provisions of the Group Areas and the Native Urban 
Areas Acts may prevent an African lawyer from estab- 
lishing his practice in the centre of a town where his clients 
can best reach him. 

The non-white nurses receive three-fifths of the 
salary paid to a European nurse with similar qualifica- 
tions. Only the 11,000 European nurses may elect repre- 
sentatives to the South African Nursing Council and 
to the board of the South African Nursing Association, 
although the 2,000 non-European nurses must belong to 
the Nursing Association if they wish to be Registered 
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Nurses. In hospital life the non-European is considered 
inferior to any white person on the staff, and anyone 
causing a white person in a hospital, except in cases of 
emergency, to take orders from a non-European, is liable 
to a fine of £200. An application by an Indian doctor for 
permission to visit his patients in a non-European ward of 
the Pretoria Hospital has been refused on the ground 
that European sisters could not take orders from non- 
European doctors. 






THI 





Democracy for Whites only 


It might be expected that the non-European would 
seek some redress through constitutional means for the 
wrongs he suffers, but here again the colour of his skin 
bars him from participation in government at municipal, 
provincial or national level. In the House of Assembly, the 
chief organ of executive and legislative authority, 156 


M.P.s represent 3 million whites, and Africans and We a 
Coloureds in the Cape, voting on separate communal rolls, murse 
elect three and four M.P.s respectively. In the Senate, or 28), J 


upper house, 71 members are chosen by the four Provinces 
and the remaining 18 senators are Government nominees 
of whom four are chosen for their knowledge of non- 7 
European affairs. Only whites are eligible for election 
or nomination to either House. As an earlier Government 
did to the Africans of the Cape in 1936, so the Nationalists 









removed the Coloureds from the Common Voters Roll did 1 
despite special clauses in the Constitution of South Africa this 
which protected their rights. These entrenched clauses . 
could only be amended if a two-thirds majority of both failui 
Houses voting together were in favour of any amendment. comy 
To obtain this, the Government passed the Senate Act of tend 
1955 which increased the size of the Upper House from decic 
46 to 89 giving greater representation to the Provinces in 
which their own party was predominant. 
To be non-white in South Africa means that at every 
turn you are faced with discrimination and hardships 
which are not the lot of the white man. Sometimes it is 
claimed that the South African Government has done 
far more for the non-European within the borders of the 
Union that any British Colonial Government has done; 
more hospitals have been built and more schools provided. of w 
While this is true it must be viewed in relation to the 
comparative wealth of the territories concerned and the ever 
contributions of the non-European populations towards chia 
their economies. Mr. E. Malan, chief research officer of and 
the United Party (the official opposition party), has acqt 
pointed out that £30 million is being spent on native and 
social, educational and health services according to the inch 
State Information Office. No official estimate of the 
extent of the non-European contribution to the national may 
revenue is given, but when the Minister of Native Affairs, psy 
Dr. Verwoerd, was castigated by his own supporters at in a 
the Orange Free State Nationalist Congress for spending 
too much money on natives, he produced figures to show and 
that the native population contributes about £24 million thir 
a year in direct taxation, and between {30 million and ienc 
£40 million a year in indirect taxes. If this is the case the pati 
government can well afford to provide the facilities it does. and 
These then are the tragedies of apartheid. It has its psy 
absurdities too, such as when the Medical Council decided hos: 
to divide black and white blood, with black labels for on ¢ 
blood taken from non-Europeans, and white for that from and 
Europeans. But absurd or tragic, it impinges on the lives 
of everyone in South Africa, creating and aggravating the can 
problems of a country richly endowed with wealth and bas 
natural beauty; a country which, if it were not bending all 
its energies towards preserving the privileges of its white call 
minority, could instead set an example of racial harmony tra 
to Africa and the world as a whole. per 
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International Seminar held in Holland, 
November 1957, organized WHO 
Regional Office for Europe in collaboration 
with the Netherlands Government.* 





3. New Concepts in Psychiatric Nursing 
Education 


by A. ALTSCHUL, B.A., S.R.N., R.M.N., 
Sister Tutor, The Bethlem Royal Hospital and The Maudsley Hospital, London. 


We are pleased to publish the three papers presented by 

nurses; Miss I. Nielsen of Denmark (published on March 

28), Miss I. H. Vuorikoski, Finland (published April 17), 
and Miss A. Altschul, Great Britain. 


E HAVE NOW DISCUSSED the work of the 

psychiatric nurse in and outside the hospital, 

her role in the team, and have agreed on the 

total work to be done by someone, even if we 
did not entirely agree on the exact scope of the nurse in 
this team. 

Some of the disagreements may have arisen from the 
failure to differentiate between the various levels of 
competence required for the jobs we have listed. We 
tend to think of the ‘nurse’ as ‘any nurse’, without 
deciding if we have in mind: 

(1) a nurse with basic psychiatric education ; 

(2) a nurse with post-basic education, or 

(3) a person who need not have a full nursing educa- 

tion, and whom we might call ‘auxiliary’. 


Basic Nursing Education 


Basic education can be acquired in a number of ways, 
of which the following are examples. 

1. In a course of study which prepares the nurse for 
every field of nursing. Such a course would have psy- 
chiatric concepts introduced from the beginning. Attitudes 
and knowledge required in psychiatric nursing would be 
acquired throughout the course, and theoretical teaching 
and clinical experience in psychiatric wards would be 
included. 

2. A course of general nurse training which may or 
may not include some instruction and experience in 
psychiatric work and be followed by a further training 
in a psychiatric hospital. 

3. The psychiatric nurse can be prepared in a separate 
and prolonged course. Some people may consider the 
third alternative the best solution, particularly if exper- 
ience and training in the nursing of bodily disordered 
patients and an understanding of family relationships 
and society, form an integral part of the education of the 
psychiatric nurse, trained entirely in the psychiatric 
hospital. If psychiatric nurse education is superimposed 
on a general training it presents difficulties of reorientation 
and requires prolonged re-education. 

I shall endeavour to show that psychiatric education 
can and should form an integral part of a well-conducted 
basic general nursing education. 

Some participants have raised the question, why not 
call the most elementary type of instruction ‘basic nurse 
training’. This would do away with the need for auxiliary 
personnel; all those who require more advanced skill and 
knowledge would in this case require post-basic education. 


* Report is to be published in due course. 





The difficulty in this solution lies in the recruitment 
of candidates. In order to ensure that at least some nurses 
reach the highest level of competence, it is necessary to 
put before the potential recruit a picture of nursing in its 
most highly developed, most interesting and most 
rewarding form. 

If, at the beginning, there is too much emphasis on 
the routine aspects of everyday work, the profession will 
lose those whom it most needs in the future. We must 
therefore make up our mind beforehand what we expect 
from the professional nurse, as this will affect the type of 
person who will come forward and the type of education 
one plans. 

If difficulties in recruitment make it necessary to 
engage auxiliary staff in addition to nurses, some thought 
should be given to their preparation for the work and 
their relationship to the team. 

It does not appear desirable to combine the education 
of those who will form auxiliary personnel and that of the 
professional nurse, though evidently it has at times been 
successful. 


Full Integration of Psychiatric Principles 


The Expert Committee on Psychiatric Nursing des- 
cribes* three aspects of the nurse’s work: the technical, 
the social and the interpersonal. These are overlapping 
and continuous. It seems evident that these can be 
integrated in a basic nurse education as none of them are 
specific to psychiatric nursing. Technical and inter- 
personal skills are equally required in all other forms of 
nursing. Group skills are applicable to work in the 
community, and can be learnt by observation in the 
nurse’s own experience in social living. 

In general training without psychiatry there is a 
danger of stressing technical skills and of neglecting the 
teaching of others. In a well-planned basic education the 
acquisition of these skills can take place continuously 
throughout. Social and interpersonal skills are of course 
most easily acquired in psychiatric nursing, because of 
their obvious application, because of the more evident 
way in which patients are reacting to one another and 
to the staff, and the more overt manner in which many 
patients express emotions and attitudes. Their attitude 
to nurses is also to a lesser extent determined by tradi- 
tional stereotype than in general nursing, so that experience 
in a psychiatric unit is an essential part of the course. 

The curriculum as outlined by the WHO Expert 
Committee on Psychiatric Nursing forms an admirable 
basis, but is planned for a separate course in psychiatric 
nursing. Most of the knowledge and attitude related to 
psychiatric nursing are basic to all nursing education 
and must be acquired in a basic general training. Some 
descriptive psychiatric teaching is helpful for adequate 


*WHO Technical Report Series 105, 2.4.1. 
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communication about patients, for leading others and for 
development of prognostic acumen. Psychiatric nursing 
in all its distinctive aspects must be thoroughly understood. 

These are essential to all forms of nursing. 

(1) Respect for the patient. 

(2) Professional responsibility. 

(3) Understanding of emotional as well as physical 
make-up of normal people. 

(4) Knowledge of psychological development and of 
factors which influence development. Understanding of 
the way in which attitudes of the present (one’s own as 
well as the patient’s) are linked with earlier experiences. 

(5) An understanding of the traditional ‘stereotype’ 
of the ‘nurse role’ in which the nurse is seen to be gentle, 
kind, always an authority; and the danger of adopting 
this picture as fitting oneself—and becoming authori- 
tarian, superior and conceited. 

(6) Some understanding of the society in which the 
patient and the student live—of its history, its develop- 
ment, its social structure, and the normal social exper- 
iences of people of various classes and social groups. This 
may be of particular importance in view of the student’s 
own sheltered life as a resident of an institution. 

All this requires time, as a change in attitudes, 
outlook and interest and a maturing process of personality 
is always slow, whatever the methods of teaching. Three 
years is not too long a basic education if one is 18 on entry. 
Whether it takes longer or not if one begins at a more 
advanced age depends on previous personality develop- 
ment. Unfortunately, methods still used in nursing 
education create an authoritarian attitude which will 
require a longer and very profound reorientation. 


Democratic Climate in Education 


The essence of a therapeutic psychiatric environment 
is that it should be democratic. The nurse, to be able to 
create a democratic climate, must have experienced it 
throughout her education. In a democratic society, 
people’s contributions are evaluated on their own merit, 
not on the basis of status; all people feel free to express 
themselves without fear, all opinions receive respect and 
decisions are arrived at by agreement of equal members 
of the community. The patient should be led, by example, 
to become an effective member of the society. This can 
only be achieved if the members of the staff form a team 
in which each speaks with equal right and in which each 
has his own sphere of professional responsibility. 

In education, particularly in adult education, it has 
been shown that learning is quicker and more effective 
if democratic organization exists in the teaching situation. 

In the education of nurses no external motivation is 
required, as all who wish to be nurses wish to become good 
nurses. It is only necessary to help the learning process by 
providing continuous facilities for gaining knowledge of 
results and by ensuring that learning is seen to have a 
specific purpose for the benefit of the patient. Teaching 
is also more effective if it takes place in competition and 
co-operation with others, therefore very small training 
schools are not suitable. 

All adults bring to the learning situation a wealth 
of previous knowledge and experience. All new material 
will: be perceived according to previous knowledge and 
it will be understood and interpreted in the light of it. 
It is always necessary for those who teach to find out as 
much as possible about each student’s background 
knowledge and experience and to organize their teaching in 
such a way that they receive continuously information 
from the student about the way in which new experience 
is assimilated. It follows that most teaching should take 
place in small groups in which free discussion and free 





expression of opinion is encouraged from the start, and in 
which all contributions are received with respect. 

When students lack adequate knowledge, expression 
of their opinions can clarify the areas in which they seek 
information and prepare the way for acquisition of 
information. This process of gaining knowledge not on} 
applies to the student of nursing, but equally to patients 
and others in the many situations in which learning takes 
place. 


Clinical Experience and Instruction 


Learning is determined by the needs of the student, 
These needs may arise: 

(1) from experience in actual nursing situations if, 
as I believe is desirable, clinical experience in a student 
capacity continually accompanies theoretical teaching; 

(2) from lectures used in such a way that they form 
the basis for discussion, for reading, writing and active 
work by the student. 

It is always necessary to try to prepare the student 
for her experience in advance because if this is expected 
by the student it makes her feel more secure. However, 
advance information is of little value until it has been 
followed by practical experience. This experience must 
then be discussed to show how the advance information 
was relevant, and in order to prepare for further experience, 

It is, for instance, helpful to the student to discuss 
difficulties in nursing depressed patients with suicidal 
intentions, as it will give her confidence in her approach. 

In spite of her knowledge, however, she will find it 
strenuous and difficult to keep the company of a retarded, 
mute patient. When she has unsuccessfully tried to 
occupy and interest the patient, her feeling of helplessness, 
anxiety or boredom needs to be discussed with her and 
her attention should be drawn to the positive usefulness 
of her presence to the patient. 

Even if she is fully informed in advance of the possible 
way in which patients may commit suicide, she may not 
be able to prevent an actual attempt by one of her 
patients. After the event, the incident should be discussed, 
in such a manner that the student loses her feelings of 
guilt and is able to profit on future occasions from her 
experience. 

Teaching of this kind takes place in the ward or 
clinical situation, or in the school. It takes place on 
different levels. In the ward in company with staff, or 
students of differing stages; in the school in a more 
homogeneous group. In the clinical situation it is patient- 
centred and determined by clinical circumstances. In the 
school it is student-centred and fits in with the student’s 
curriculum. 

As an example, let us take a ward discussion about 
a patient who broke hospital rules and, in particular, 
about the problems created by the patient’s insistence 
on smoking in bed. The medical and nursing staff con- 
cerned with this patient discussed the practical problem. 
Each member of the team looked at this problem in the 
light of his own experience and each contributed sugges- 
tions for the solution. 

If the same problem were discussed in the classroom 
it would lose its urgency and one could deal with each 
aspect of the problem separately, according to the stage 
in training and the level of understanding reached by the 
students. 

(a) With junior students one could discuss the rule 
itself, why it exists, the value of rules, the safety of an 
ordered routine, variations of rules in different wards. 

(6) Next one could discuss discipline, its meaning, its 
value, the way in which it can be enforced, the effect of 
breaches of discipline on the community, the ways in which 
a group maintains its morale by allowing one of its mem- 
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pers to test the strength of the boundaries imposed on the 
activities of the group. 

c) More senior students could discuss the psychological 
reasons for breaking rules, the kind of personality dis- 
orders or mental illnesses in which difficulties in discipline 
occur. The term ‘psychopathic personality’ could be 
discussed, opening up the whole subject of unconscious 
motivation of behaviour, attitude to authority, signifi- 
cance of punishment. 

(d) Ultimately, with the most senior students, one 
would discuss the effect of the patient’s behaviour on the 
staff, the relationships among the staff, the attitudes of 
yarious members of the staff to the patient and the 
repercussions on staff morale. 


Attitudes and Tensions 


In all psychiatric work, the nurse’s own attitude plays 
an important part in the therapeutic effect of the situa- 
tion. Throughout her course the student should be led 
to an examination and understanding of her own attitudes. 
Some preparation can be given even before clinical 
experience, but there is great resistance to an analysis 
of one’s own personality, unless carefully managed. 

I believe an awareness of the part one’s own reactions 
play must be achieved gradually and in stages of approxi- 
mately the following sequence. 

(1) A description of the patient’s behaviour is given 
by the student, often in emotionally toned aggressive 
vocabulary. Behaviour and attitudes are wholly seen as 
belonging to the patient. All attempt at interpretation is 
incomprehensible and rejected, for example, ‘the patient 
is difficult—troublesome—plays up’. 

(2) An ability develops to seek for motives for the 
patient’s behaviour and to modify the words used to 
describe it, so that it becomes more objective—‘What is 
he trying to do? What leads him to do it?’ At this stage, 
one can lead on to whether the need of the patient is 
being met. There is at this stage an instant reaction to 
any suggestion that the attitudes may be unfavourable 
and a denial of the student’s own emotional reaction. 

(3) At the next stage, the student is able to recognize 
her own emotional reactions and to modify them, but 
believes that she conceals her reactions from the patient. 
From now on, the student is able to think of the patient 
first, because she need no longer defend herself. Many 
students never progress beyond this stage. Many students 
and auxiliary personnel are able to reach this level of 
understanding and adjustment, apparently intuitively. 
However, this can only happen if the general attitude is 
favourable, if others are encouraging and helpful in 
showing therapeutic attitudes by their example. 

Some must reach the next state 

(4) at which the student recognizes attitudes in 
others, can point them out, give explanations without as 


_yet being able to deal with the emotional reactions of 
_other staff, and 


(5) when she learns to teach others to develop along 
the lines she herself has travelled, without causing 
Only at this point is teamwork 


At this stage teaching is possible by the method of 
group discussion, which involves a complicated system of 


_communication and of reactions, Again, these will take 


place in the clinical situation and in the school. In the 
clinical situation the outcome will depend on the extreme 


. Views held by members of the group. In the school the 
- extreme views are controlled, one pole being represented 
. by the teacher to whose views one hopes the students 


will approach. In the clinical situation the outcome 
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depends on the tension which exists among members. 
In the school these tensions can partly be reduced and 
partly analysed in an attempt to familiarize the student 
with patterns of group behaviour. In the school, tensions 
tend to be referred to some people or agencies outside the 
school group, such as other nurses, ward sisters, or just 
‘they’. 

The resolution of these tensions must be achieved by 
the student in her own handling of the group in the 
clinical situation, a task which is difficult unless the tutor 
is available with guidance and help. 

Discussions in the school serve to illustrate general 
principles with specific examples; in the clinical situation 
they serve to apply to a specific case, general principles 
previously acquired. Classroom discussions cannot 
directly help to solve practical problems. Discussions in 
the school can serve to help everybody in the clinical 
situation to recognize attitudes which could not be 
recognized while all concerned with the patient were 
dealing with the patient’s problems. 

A patient may for instance present excessive nursing 
difficulties. She may be hostile to all staff, aggressive at 
times, refusing food, and causing all concerned a great 
deal of anxiety. The ward staff are constructively con- 
cerned in discussing nursing problems as they arise. 
Discussion of the patient’s problems in the calmer and 
detached atmosphere of the classroom may lead to a 
sudden realization that no member of the staff really likes 
the patient, and that the patient’s complaint ‘nobody 
likes me’ is fully justified. 

The fact that group discussions are held in the school 
may create tensions in the ward, when ward personnel 
feel threatened or criticized. The tutor must actively help 
to reduce these tensions by indicating the true purpose 
of the discussions and by creating trust and interest. 

It may be easier for tensions to be resolved if each 
person can discuss them outside the group in which 
tensions exist. Each member of the ward team therefore 
requires someone who will be able to support him or her 
in the emotional difficulties which arise not only from the 
demands made by the patient, but also from coping with 
tensions in the team. The student should feel that the 
tutor may be one such person. There may be a need for a 
specially appointed ‘counsellor’ for the nursing staff. 

Machinery must exist for communication between 
tutor and ward sister, but care must be taken that the 
student does not become afraid to speak in case what she 
says goes back to the ward. 

Various teaching aids can be used to help make 
difficult problems clearer: 

(1) overstating a problem, or choosing extreme 

examples; 

(2) role-playing, particularly of social situations; 

(3) films. 

(all these followed by discussion) . 

(4) follow-up of dramatic events such as suicide, 

aggression, by discussion. 

Everything I have said so far applies to the theoretical 
teaching which takes place, accompanied by the student’s 
practical experience in the departments of a hospital, 
in psychiatric wards and outside the hospital. The 
arrangement of practical experience and of theoretical 
instruction is something which can be varied and which 
could be discussed. 


Responsibility for the Nurse’s Education 


An important question we should also discuss is who 
is to-teach the student. In the wards and departments in 
all clinical situations, everybody teaches everybody. else. 
The sister tutor, trained nurses, psychiatrists and other 
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team members play their part and so does the student 
by the questions she asks and by the way she draws 
attention to basic problems which, for the senior staff, 
may have lost their urgency (for example, the student’s 
own fear of patients). 

In the school, I think nurses who have specialized 
knowledge of education should be entirely responsible 
for the education of the nurse. The nurse in charge of the 
school should be responsible for the integration of theory 
and practice and should ensure that the student’s learning 
experience is continuous, that her education is complete 
and truly basic. She should be responsible for ensuring 
that special provisions are made when clinical experience 
is lacking by arranging visits, films, guest speakers. She 
is responsible for the planning of the student’s curriculum, 
which will include lectures and demonstrations from 
experts in their own specialities, such as psychiatrists, 
pharmacists, occupational therapists, psychologists and 
social workers. 


Post-basic Nursing Education 


I have described some aspects of basic nurse education 
and left out many which you may wish to discuss. I 
believe that any student who has been a real student for 
about three years, long enough to mature, to absorb 
knowledge gradually and to learn how to continue learning, 
is prepared to work as a professional nurse in any field 
she may choose. Only experience in her chosen field can 
help her to become more proficient and to progress, should 
she wish, to a post-basic course. 

At what stage post-basic education begins is deter- 
mined by the adequacy of the basic programme. At 
present, many nurses may feel that they need some course 
to complete their basic education in the particular field 
of their specialized interest. 

As student education improves, trained nurses will 
need, for a long time to come, courses to bring their own 
knowledge up to the level of the present students. 
Throughout her career the nurse will require some 
refresher courses not only to keep her up to date but to 
provide fresh stimulus and new approaches. Special 
post-basic courses are required for teaching and adminis- 
tration. 

Each of these courses should aim at broadening 
the outlook, developing to a higher level knowledge 
already obtained in a basic course. A teaching course for 
nurse-teachers could well take place jointly with other 
teachers, particularly if, as in England, a teaching course 
exists for graduates in other subjects. 

Administration in nursing has much in common with 
administration in industry, and it may be that nurses 
could benefit from joining such courses, or from learning 
in specially arranged courses how industry tries to solve 
problems of leadership, communication, organization, 
personnel management, staff welfare. 

There is need for post-basic courses which deal with 
methods of research, particularly of a social-psychological 
nature as, increasingly, nurses should take part in research 
in their own sphere of interest. 

Lastly, I think there is room for a post-basic course 
which serves no utilitarian function at all, but is merely 
taken for the joy of acquiring knowledge. There may be 
great value for the student in such a course being taken 
abroad, to enable her to gain a little insight in the diversity 
of nursing education and practice which exists and perhaps 
prepare her to contribute more fully on an international 
level as well as in her own country. 

As I said at the beginning, these possibilities for 
higher education should be held before the public if we 
wish to attract the right kind of students to our schools. 
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Students’ Views of 
Mental Hospitals 


Mi STORY BEGINS ABOUT FOUR WEEKS AGO when | 





joined the ranks of student mental nurses _ I had aq 

idea of the procedures in a preliminary trainj 
school, and was all set to study anatomy, physiology 
hygiene, and the other subjects well known to all student 
nurses. You can imagine my dismay when I, along with 
my fellow students, was told that we would not be study. 
ing along the lines of the old, well-tried syllabus. No! 4 
completely new scheme was about to be launched. This 
new scheme, proposed by the General Nursing Council and 
debated by our nurses’ education committee for several 
months, was really being instituted. 

I did not like this idea of a completely new syllabus, 
and being, as it were, one of the guinea pigs, did not in. 
crease my enthusiasm. 

We were told that the first fortnight was a period of 
introduction to the hospital. ‘A sheer waste of time’, we 
argued among ourselves, especially as there were now to 
be only four weeks in school. I had worked at St. Nicholas 
Hospital for three weeks before entering the school; 
although I had worked in only one ward, I did not fee 
that this tour was of great importance, so that it was with 
some feelings of being let down that my colleagues and | 
set forth on this introductory period. 

I had thought, when entering this huge hospital, that 
I was coming into a place of despair, the patients beyond 
hope of ever taking their place in society again. How glad 
I am now that this introductory period was part of my 
training, for after visiting all the wards, treatment rooms, 
offices and departments, I have at least some insight into 
the aims of psychiatric treatment and nursing, and far 
less false preconceived notions. 

My colleagues and I were introduced to every depart- 
ment, beginning with the patient entering the hospital, 
possibly as timidly as I had done, and through all the 
various stages of treatment to the beautiful ‘rehabilitation 
villas’, where patients full of confidence for the future are 
awaiting discharge. 

I was really amazed at the variety of work in which 
patients were engaged. Some of this work was done in 
occupational therapy departments where we saw stools 
being made, cane and basket work, rug making, weaving, 
plastic work, leather work and many other forms of em- 
ployment. Many patients work in the hospital grounds 
and gardens; others were employed in departments such 
as the sewing room, shoe repairers’, tailors, upholsterers, 
laundry, and of course the wards. 

We visited many wards, male and female, where we 
learned something of the types of patients and the associ- 
ated nursing problems. Among those visited were ad- 
mission, epileptic, sick, disturbed and rehabilitation wards. 
In some wards we saw habit-training groups and other 
forms of group therapy. The aims of these forms of treat- 
ment were explained by the sisters and charge nurses. We 
learned much about the work of the nurse and how he or 
she fitted into the team of workers having an effect on the 
patients. 

In mental hospitals the accent is on teamwork, anda 
big team it seems to be. Apart from doctors who direct the 
work of the teams there are the pharmacist, laboratory 
technician, radiographer, E.E.G. technician, records de- 
partment and office staffs. We met them all and each one 
had something of interest to tell. The chief psychiatric 


social worker gave us an hour of her valuable time, as did 
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ital padre. 

ware oa work in the hospital; indeed, the patients 
have a very full social life. One day during the introductory 

iod we had time off duty during the afternoon so that 
we could attend the patients’ club in the evening. Club 
night is held each Monday from 6 p.m. to 8 p.m. We 
gathered with the patients in the large hall. At the far end 
of the hall the stage was occupied by the hospital orchestra 
formed of patients, doctors, nurses, and other staff. Here 
in this hall I saw the poor unfortunate wretches of my im- 

ination smartly dressed and dancing merrily. The nurs- 
ing staff dancing with the patients seemed to enjoy them- 
selves thoroughly—I know I did, I really enjoyed being on 
duty. On another occasion we joined the patients to see a 
film show, and I found it exceedingly hard to believe that 
we were in a mental hospital. 

Our introductory period is over, and how different are 
our feelings now about the syllabus. We have seen more 
and learned more from this form of teaching than we could 
have learned in months of study. I know now that mental 
nursing is infinitely more interesting than any of the other 

of nursing I have done before. I with my. fellow 
students feel proud to be among the pioneers of this new 


syllabus. 
JEAN EveErETT, Student Nurse, 
St. Nicholas Hospital, Gosforth, Newcastle upon Tyne. 
[I wish to thank Miss W. E. Thompson, matron, for permission 
to submit this paper for publication, also Mr. J. C. Winkley, 
principal tutor, for his encouragement.] 


* * * 















The new syllabus of training in mental nursing was 

recently introduced at Stanley Royd Hospital, Wakefield, 

and four student nurses have described their introductory 
fortnight. 


Hospital must appear nothing more than a bewil- 

dering collection of buildings of various styles of 
architecture, mainly forbidding in aspect, and to the passer- 
by at least, inspiring a vague sense of uneasiness. But 
inside we found that the hospital is not merely a group 
of buildings; it is, first and foremost, a community. To 
a great extent it is self-contained and carries out an 
astonishing number and variety of activities. It is a 
community with a well directed purpose. 

In our introductory fortnight we visited many of the 
departments of the hospital and learnt that the organiza- 
tion depends upon efficient administration by those in 
authority: matron, chief male nurse and the officers who 
assist them, In their hands rests the responsibility for the 
well-being of patients and the supervision of staff. 
Questions of finance are dealt with by a body of clerical 
staff under the direction of the hospital secretary. One 
of the most important functions of this department is the 
ordering of supplies of all kinds required by every depart- 
ment of the hospital. Supplies are kept in the central 
stores, whence they are transferred to the wards by 
porters, who perform an infinite variety of tasks and are 
of invaluable assistance to staff in every department. 

The structure of the kitchen is old-fashioned and it 
is now being modernized, but in spite of such difficulties 
and outmoded equipment, the staff prepare meals of a 
high standard. 

The laundry, with its autoclaving unit, is also of 
interest and provides employment for a number of women 
patients; others work in the sewing-room, where not only 
are linen repairs carried out and new garments made but 
also the costumes for the annual fancy dress ball and 
pantomime. 

Men patients find useful and instructive occupation 
with the tailors, printers, upholsterers, tinsmiths, gar- 


Ti THE OUTSIDER, a hospital such as Stanley Royd 
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deners and farmer. The farm supplies the hospital with 
tuberculin-tested milk. 

In the occupational therapy departments trained 
occupational therapists guide patients in the pursuit of 
their favourite hobbies and teach new crafts, but the 
nursing staff play a big part in occupational therapy, not 
only in the special department, but also in the wards. 
Group therapy and habit training are undertaken with 
enthusiasm and with very good results. Recreational 
therapy includes games, dancing, film shows and enter- 
tainments and the social club. Facilities for recreation 
are also available in the wards in the form of radio, 
television and indoor games. Everything possible is being 
done to make life as normal as possible for the patients. 
The hospital has its own hairdressing saloon, shop, library 
and reading room. To complete the picture of community 
life, the hospital has its own church and chaplain. 

Stanley Royd is a hospital fully equipped for all 
modern treatments, including insulin therapy, drug 
therapy and electro-convulsive therapy. These treatments 
are mainly administered in the admission wards, in 
pleasant, modern surroundings. Many of the older wards 
cannot rival the admission wards in amenities. They are, 
nevertheless, comfortably furnished and brightly decor- 
ated. Visitors are quickly aware of an atmosphere of 
cheerful tolerance and understanding, which perhaps 
more than outweighs any deficiency of physical 
environment. 

The staffs of the X-ray department, laboratory and 
dispensary share with the nursing staff the general 
appreciation of co-operation, consideration and common 
sense. 

Having gained an insight into the life and activities 
within a psychiatric hospital, and after many informal 
discussions, we students feel ready to proceed with our 
training in the arts and science of psychiatric nursing as 
members of a team working towards a common good. 


“Book Reviews 


Anaesthesia for Nurses 


—by Eric Godwin, M.R.C.S., L.R.C.P., F.F.A. ( John Wright, 
9s. 6d.) 

In recent years the practice of anaesthesia has 
rapidly become a vast and specialized subject. This book 
does not attempt to instruct nurses in the many and 
varied techniques used by anaesthetists. However, 
sufficient theoretical knowledge is provided to make the 
nurse take an intelligent interest in her patient, to under- 
stand how she can help the patient to prepare for the 
anaesthetic, anticipate certain complications and know 
how to deal with them if they should arise. This knowledge 
will not only lessen the anxiety of the nurse herself but 
will also benefit the patients under her care. 

After a short history of anaesthesia the author shows 
that the anaesthetic starts in the ward with the premedi- 
cation, continues in the anaesthetic room and the theatre, 
and ends only with the patient’s complete recovery from 
its effects. 

The chapter on applied pharmacology will be useful 
not only to nurses in training but also to sisters who will 
find that many of the latest drugs are included and their 
uses tabulated. 

M.LP., S.R.N. 
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Life and Love 


BY A WOMAN DOCTOR 


WOMAN’S GREATEST HAZARD 


AM OFTEN DISMAYED by the modern woman who appreciates 
| ee human behaviour can fall into predictable patterns 

and then fails to apply that knowledge to herself. Most 
women are aware that four-year-olds are restless, adolescents 
are dramatic, and women in menopause are gloomy. At the 
same time they continue to believe, with ridiculous pride, 
that their problems in sex relations are rare curiosities. 

Actually any doctor can chart the progress of love- 
making in marriage—a strained honeymoon, a span of 
approximately five years before sexual adjustment is perfect, 
a crisis after ten years because both partners are full of 
yearnings and misery, another crisis after 25 years because 
of an overwhelming sense of bleakness. Everything that can 
happen to a woman during love-making, comical, cruel, 
tragic or beautiful, has happened before. This is important, 
and deeply comforting, for women to know. 

Sex in marriage is a relationship potentially as lovely 
and as lethal as a rope bridge over a chasm; it is capable of 
exalted beauty or sour doom. And, contrary to popular 
opinion, it is the woman and not the man who determines 
whether the act of love will enrich her life or curse it. 

The male is so constructed that, while the atmosphere of 
love-making may vary considerably, his own enjoyment is 
relatively constant. Women, on the other hand, are deeply 
dependent for their enjoyment on the atmosphere. 


ad rs 


When I was a younger doctor I used to believe that all 
my bride-patients needed for a successful marriage was some 
education. I now appreciate that the happiness of women in 
love-making has a much more tenuous basis than any text- 
book can illustrate. Women are born with more sensitivity 
and intuition than men, and these must be cultivated and 
nourished in order to enrich love-making; without them the 
act of love can be a barren experience for a woman. 

A great many women could be spared pain and humilia- 
tion during their honeymoons by the simple precaution of a 
medical examination. Every obstetrician has met women 
married for months or even for years who are still technically 
virgins because they failed to have a premarital check-up and 
later were too embarrassed to approach a doctor until the 
desire for children drove them to it. 

Love-making is woman’s greatest hazard. If she over- 
comes the difficulties, her life will be radiant; if she fails, 
the misery is enduring. 

It is a well-established biological fact that males in the 
early nervous days of marriage are unsatisfactory lovers. 
When this happens the bride has her husband’s self-esteem 
at her mercy. She can build an edifice of humiliation or she 
and her husband can be amused—and build a marriage. 

A tendency of a woman who is afraid of sex is to avoid 
seeking help. If she should bring herself to confide her 
uncertainties to her fiance she will get no help at all. He 
means well but he is incapable of overcoming the basic 
difficulty—that his bride is not prepared to give. Sex 
attraction is an activity which needs experience and practice, 
like any activity of mind and body. 

I used to believe that if women had no fear of pregnancy 
they would enjoy sex life to the same extent and in more or 
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less the same way as men. I was wrong. For one thing her 
climax varies from one so light that it is a sigh, to one gp 
profound and deep that it results in an agonizing cry. 4 
man’s emotion varies but his physical climaxes are identical, 
Millions of women feel nothing at all; others are so moved 
that there is a small death within them and they weep. 

I am making a fundamental distinction between loving 
and making love. A wife loves, therefore she woos a tired 
mate when she knows he needs her. The pretence is only in 
her physical reaction to the act itself. It is the worthiest 
duplicity and thousands of women who have begun this sort 
of benign sham have discovered that their pretended delight 
rapidly becomes real. 

One adverse influence on women in love-making, is 
weariness. A woman suffering from fatigue has a tend 
to put off the act of love in the expectation that she will feel 
more like it later. This is a fallacy. The sexual appetite 
needs nourishing or it withers, just as a stomach shrinks 
during a diet. 

One patient who was married to a clergyman came to me 
sheepishly with another problem. She and her husband slept 
together once a week, on Sunday nights. It left her exhausted 
next morning when she had to face the weekly wash. 

“T’ve tried to persuade him that this is difficult for me”, 
she explained, ‘‘but it’s no use. Is there anything I could do 
about it?” “Certainly,” I said promptly. “Do the washing 
on Tuesdays.” 
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Some marriages have no time for love. This is a dangerous 
situation; love-making is a human need, a comfort for the 
body, a soother for nerves and a brightening influence on the 
spirit. Time must be reserved for love or else the marriage 
is a frantically scurrying emptiness. 

Many people agree that children draw their sense of 
security from the knowledge that they are loved and their 
parents love one another. 

Women should also be prepared for another poorly 
understood facet of love-making, the moment of bleakness 
at the height of the climax when both parties feel deserted. 
Actually it is completely normal, following the law of nature 
which dictates that for every action there is an opposite 
reaction. The antidote is the comfort of an embrace, rather 
than the usual turning away. 

I am often asked, ‘“‘How long does the sex life of a womai 
last?”’ My answer is, ‘‘it never stops.” I urge older women 
who are experiencing some pain during love-making to see 
their doctor immediately. This is known technically as 4 
senile change, although it can occur in a comparatively young 
woman who has had some repair work done after her children 
were born or a woman who has had no children. 

The way to save a strained marriage is to start with the 
act of love. Here are the essentials of marriage in concet- 
trated form—in one act are consideration, warmth, gaiety, 
charm, hunger and ecstasy. In this small kingdom a womat 
can heal the wounds caused by contempt and indifference. 
She is a fool if she ignores this weapon provided her by nature. 
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FORMING a 
FILM CLUB 


Hit YOU EVER CONSIDERED the possibility of having a film 


oH 
0? 


club as part of your student nurse activities? I can assure 

you such a society would prove extremely popular and add 
a valuable amenity to your present programme. The organization 
of a film society is not at all complicated, provided you know 
just how to go about it. (I should be only too pleased to help you 
with information as regards films and equipment if you care to 
write to me, c/o the Nursing Times.) 

The first essential is to obtain the loan of a 16mm. SOUND 
film projector together with a screen and the services of a fully 
competent projectionist. Many hospitals have such a machine on 
the premises and it would be comparatively easy to obtain the 
loan of the equipment on, say, one evening a month. Make sure 
your operator is fully conversant with the machine; the films I 
shall suggest are extremely valuable and can soon be damaged 
through careless and incompetent projection. 

A large number of films may be had on free loan, the only 
cost to you being their return postage—a matter of a few shillings. 
It is very necessary to book your films well in advance of the date 
of showing; as long as three months ahead, and the better the 
film the greater the demand. The films will cover a wide range of 
subjects embracing both educational, general interest and enter- 
tainment. I would advise that you offer your members a well 
balanced programme which incorporates all three of these cate- 
gories. In order to give you some idea of the kind of films available 
I will suggest one specimen programme with a few possible 
alternatives made up of films which may be had on free loan. 


Choice of Films 


We can begin our film show on a topical note with Foothold 
on Antarctica (Eastmancolour; 21 min.), a brilliant film which 
tells of the journey made by the trans-Antarctic Expedition led 
by Dr. Vivian Fuchs to the Weddell Sea to establish a base camp 
preparatory to the first land crossing of the South Pole. You can 
obtain this film from the Public Relations Department, Shell-Mex 
House, Strand, London, W.C.2. Next I would suggest two colour 
films from the Unilever catalogue, The Twilight Forest (27 min.) 
a film of rare beauty set in the tropical rain-forest belt of West 
Africa, and Quick Freeze (17 min.) which tells the story of quickly 
frozen foods in most instructive and entertaining fashion through 
picture and diagram. Inquiries for these films should be addressed 
to Unilever Film Library, Unilever Limited, Blackfriars, London, 
E.C.4._ We could complete this all colour sound film programme 
with the Shell production Song of the Clouds (36 min.) which 
relates in thrilling and fascinating manner the story of civil 
aviation throughout the world, the photography in this film is at 
times breathtaking in its beauty, and the whole production 
tepresents a perfect example of the good documentary film which 
has a distinctively popular appeal. Application for this film 
should be made to the Petroleum Films Bureau, 29, New Bond 
Street, London, W.1. 

There are of course many alternatives to the above programme; 
if your members are interested in sport they might like films like 
The Way to Wimbledon or World of Tennis, or some of the several 
films which relate to motor racing and other sports. There is also 
a host of travel films, the majority in colour, covering almost 
every corner of the world. I shall be glad to let you have details 
of these as applied to any particular country. You will gather 
from what I have already written that it is possible to produce 
some quite good programmes from the free film libraries; in time 
you may become more ambitious and decide to add full length 
feature films to the programme. Films of this nature have to be 
hired and the hiring charge can be as low as £2 10s. for a good 
feature and as high as 10 guineas for a full length recent release 
in Technicolor. Again there is a wide choice of film; the majority 
of the best full length entertainment films are eventually released 


Gordon Davis suggests 
an interesting Activity 
for Off-Duty Hours 


STUDENTS’ 
SPECIAL 


Weekly Pages for Younger Nurses 


Two shots from the brilliant film, in colour, of 
Dr. Fuchs’ trans-Antarctic expedition. Entitled 
‘ Foothold on Antarctica’—N OT to be confused with 
‘Quick Freeze’, the title of another good documentary 
recommended by the author! 


on 16mm. In addition of course there are all the popular cartoon 
personalities available on film. 

Today the 16mm. film occupies a very important place in the 
world of film and your film society can and should become one 
of the highlights of your social programme; with the film you can 
educate and entertain in the most pleasing way and I hope that 
many of you will seriously think about starting a film society at 
your hospital. 





STROKES 


Dr. WILLIAM EDWARDS 
writes with Sound Good Sense 
for the Nurse—and with 
Cheerful Hope for her Patient 


HEN A MIDDLE-AGED or elderly per- 
VW son is smitten by a ‘stroke’, the 
dramatic change from good health 
to alarming unconsciousness all in a few 
minutes is an event which shocks her family 
to the core, and it is rather sad to think that 
a few hours later she may be written off as 
“the hemiplegia in the side ward”. Apt to 
be incontinent, unable to tell you what she 
wants, having to be fed, having to have her 
mouth cleaned—somewhat of a chore, with- 
out any apparent future in it. 

Yet, in a few months’ time, this un- 
responsive log may be walking into the 
ward to tell you how grateful she is for 
all you did for her. 

A stroke happens when there is some 
sudden damage to one side of the brain, in 
that part where the nerve centres controlling 
the limbs do congregate. The damage is 
usually due to the circulation being cut off. 
This could be due to the blood in a small 
artery clotting—thrombosis; to a small 
artery bursting—cerebral haemorrhage; or 
to a clot arriving from somewhere else, 
generally a diseased heart, and suddenly 
bunging an artery up—embolism.. The re- 
sult is often immediate unconsciousness, 
with paralysis of the limbs on the opposite 
side of the body. Although these limbs are 


Nursing Times, April 18, 1958 


Continuing a Series by a Medical Contributor on Topics of Nursing Interest 


at first floppy, called flaccid, when con- 
sciousness returns they are rather rigid and 
stiff to move, called spastic. 

The initial shock of a stroke is rather the 
equivalent of being hit over the head with a 
blunt instrument. The result may be only 
temporary unconsciousness with fairly rapid 
recovery, or severe damage causing uncon- 
sciousness for several days, or deepening 
coma resulting in death. 

At the site of the damage in the brain 
some nerve cells have been destroyed. but 
many more are put out of action by the local 
swelling and oedema, and these may be 
expected to recover. So, in the average case, 
we start with an unconscious patient, who 
is found to be completely paralysed down 
one side when consciousness returns. After 
an interval a good deal of this paralysis will 
recover as the pressure on the nerve cells 
decreases, but there will always be some 
disability left, depending on how many cells 
have been completely destroyed. 

The start of the thing, with a helpless 
patient, is the nurse’s job. The rehabilita- 
tion later on is taken over by the physio- 
therapist, but naturally these phases over- 


lap. 
The First Phase 


During the phase of unconsciousness the 
patient may be restless and need a sedative, 
such as intramuscular phenobarb. It is 
fairly easy for her to choke, owing to her 
tongue flopping back, and to her neck 
getting twisted, so as soon as possible head 
and shoulders should be raised and the head 
turned a bit to one side. Usually she will be 
incontinent of urine, but sometimes the 
bladder will not empty and needs a catheter. 
If the coma continues, you may have to 


According to our incorrigible Artist, Cockerill, things 


are Conveyed More Clearly by Pictures. 


TAILPIECE? 


(Reprinted from the NURSING 
TIMES of April 4, 1958.) 


The South East Metropolitan Regional 
Hospital Board is pursuing a vigorous 
recruitment campaign throughout the 
next three months [in south-east coast 
towns—Brighton, Eastbourne, Hast- 
ings, etc.] . . . It is not always realized 
that coastal towns sometimes have 
difficulty in recruiting staff as they are 
in the centre of an area which is largely 
sea, and have not the same radius to 
draw from as inland hospitals. 


PHONETIC 


( Item reprinted from the NURSING 
TIMES dated March 14, 1958, and 
(left) how artist Cockerill would present 
it.) 

The Royal Institute of Public Health 
and Hygiene.—ole of the Disc in 
Backache (illustrated), by A. C. Boyle, 
M.D., M.R.C.P., M.R.C.S., D.PHYS.M., in 
the lecture hall of the Institute, 28, 
Portland Place, London, W.1, on 
Wednesday, March 19, at 3.30 p.m. 


practise the gentle art of giving an enemg 
to an unconscious patient. You will ha 
to keep her warm, but see she isn’t bu: 
by hot water bottles. You will have to moyg 
her about, to prevent bedsores and pney. 
monia. Usually, the patient is able to 
swallow quite soon but if not tube feeding 
may be necessary. : 
The stage after consciousness has returned, 
calls for a great deal of medical judgement. 
If the patient is dangerously ill then 
sedatives and careful nursing will stil] fe 
needed, but against that is the fact that if 
anything like full recovery is likely, the 
sooner the patient makes voluntary efforts 
to use the limbs the better. In order to avoid 
a permanently bedridden patient, some risk 
has to be taken of over-exertion causing 
trouble. 


Active Treatments 


While the limbs are spastic, they tend to 
stiffen in disabling positions, and this may 
have to be circumvented by splinting. The 
arm should be kept slightly abducted, with 
the elbow fully straightened out, the hand 
palm up, the wrist well back. The ankle 
must be kept at right angles to the leg, to 
avoid a dropped foot, the knee straightened 
and the legs separated. When she gets up, 
she mustn’t have her arm in a sling, or it 
may become impossible ever to straighten 
out the forearm again. At least twice a day 
all joints must be moved through their full 
range, and the patient should be encouraged 
to move the bad hand and arm about with 
the good one. 

Your measure of success with your patient 
is the speed with which you are able to stop 
doing things for her and let her do them her- 
self. Make her try to hold her own handker- 
chief, later brush her own teeth, then her 
hair, and you’re getting somewhere. En- 
courage her to try to write, even if the results 
are illegible, or to fit together the pieces ofa 
jigsaw. As soon as she is out of bed she must 
try to walk, at first on the level, then up and 
down short flights of stairs. The ultimate 
outlook depends enormously on this early 
effort, even before the day on which the 
physiotherapist officially takes over. To 
find that she can do something gives the 
patient great confidence which, after the 
shock she has had, she badly needs. 


Encourage Optimism 


It is well worth while to try and make her 
relatives and friends take an optimistic 
attitude. A sea of long faces round her bed, 
all certain that she has ‘had it’ will set her 
back for days. A cheerful visitor who tosses 
her a ball and says “‘Hey, catch!”’ will do 
her a world of good even if she drops it. 

Patients who have lost the power of speech 
can seem more difficult, though they need 
not be so. This usually happens when 4 
right-handed person has a right side paraly- 
sis, or a left-handed person a left side one. 
You must realize that, although she cannot 
talk, she knows perfectly well what she 
wants to say and can understand what you 
say. She is not mentally deficient. If you 
frame your questions so as to require only 
yes or no for an answer, she can nod oF 
shake her head and you'll get on fine. Give 
her a pad and pencil and she’ll write down 
what she wants, though as she will be doing 
this left handed, it will be a scrawl and 
difficult to read. But don’t be tempted to 
shout, or to use baby talk—she’s not deaf 
and not nearly as daft as she looks! 


Write to Dr. William Edwards (c/o tht 
‘Nursing Times’) if you would like him to 
write a further article on any parti 
medical subject. 
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Right HERTFORD COUNTY HOSPITAL. 
Seated left to right, Miss F. Matti, bronze medal; Miss E. 
Henry, silver medal; Mr. C. S. B. Wentworth-Stanley, 
who presented the awards, and Miss M. Henkel, gold medal. 


Below: ST. MARY’S HOSPITAL, Paddington. 

Seated left to right are Miss Douglas, matron; Miss M. R. 

Hutton, gold medal; Sir Stanley Rous, who presented the 
prizes, Miss L. Lister, silvery medal, and sister tutor. 


The General Infirmary at Leeds 


HE Princess Royal presented the prizes 

to the nursing staff at the General 
Infirmary at Leeds on March 4. The 
Princess spoke of the hard and sometimes 
frustrating training, when so often those 
who had imagined themselves as Ladies 
with Lamps found that they were becoming, 
instead, experts in bedmaking. Despite all 
the advances in medicine and surgery, the 
patient’s comfort would always depend upon 
good nursing, and for this there must be a 
vocation. 

Miss G. E. Watts, in giving her first 
report as matron, congratulated the prize- 
winners and spoke a special word of praise 
to those who had not gained prizes, although 
their efforts might have been as great. 
Matron spoke of the several promotions that 


Right THE GENERAL INFIRM- 

ARY AT LEEDS. The Princess Royal 

with Miss G. E. Watts, maivon, and prize- 
winners. 


Nursing School 


News 


Left: ROYAL WEST SUSSEX HOSPITAL, 

Chichester. Miss I. G. Warren, principal, King Edward's 

Hospital Fund for London Staff College for Matrons, who 

presented the prizes, with Miss V. J. Davis, silver medal, 
and other prizewinners. 


had been made lately from the administra- 
tive staff in her office and welcomed the 
newcomers. 

Her Royal Highness presented the Eva 
Moynihan gold medal to Miss Margaret 
Fennell, who also gained four other prizes, 
and the chairman’s gold medal to Mrs. 
G. B. Hodgson, née Keen. 

Before the prizegiving, the Princess 
Royal had reopened Princess Mary Ward 
for sick children which had been closed for 
modernization and the introduction of 
cubicles. 





General Nursing Council for 
England and Wales 


The Psychiatric Unit, Sey = 
District General Hospital, 


T the meeting of the General Nursing 

Council for England and Wales on March 
28 it was agreed, after previous consultation 
with the Assistant Nurses Committee, to 
invite Miss K. M. Leaper, matron, Cowley 
Road Hospital, Oxford, to serve on the 
Oxford Area Nurse Training Committee in 
the vacancy caused by the resignation of 
Miss F. E. Lillywhite. It was also agreed to 
invite Miss M. Whitehead, matron of the 
Heath Road Wing, Ipswich and East Suffolk 
Hospital, Ipswich, to serve on the East 
Anglian Area Nurse Training Committee, a 
vacancy having arisen on the resignation of 
Miss J. G. Thompson, matron of the Angle- 
sea Road Wing, Ipswich and East Suffolk 
Hospital. 


Examinations 

It was announced that the numbers of 
successful candidates in the February State 
examinations were as follows. Preliminary: 
Parts 1 and 2, 1,870; Part 1 only, 2,946; 
Part 2 only, 3,077 (a total of 7,893). Final: 
General 3,464; Male, 133; Mental (Female) 
121, (Male) 130; Sick Children’s, 188; Mental 
Defective, Female 34; Male 28; Fever, 
Female 55; Male, 3 (of the 58 Fever candi- 
dates, 14 were not yet eligible for Registra- 
tion, not having attained the age of 21). 
Total, 4,156. 


Training School Rulings 

The following changes were agreed, but 
without prejudice to the position and rights 
of any student nurses already admitted for 
training. 

Approval of Hereford County Hospital and Hereford 
General Hospital as complete training schools was 
withdrawn. These two hospitals were approved for 
two years as one complete training school for male and 
female nurses for the General Register. 

Approval of Gorseinon Hospital to participate in a 

-year scheme of general training with Swansea 
Hospital was withdrawn (Gorseinon is now approved to 
participate in a scheme of training for assistant nurses). 

Provisional approval for two years was granted to 


Branch Hospital, Bolton 

ton, for the secondment of 
student nurses from Bolton Royal Infirmary and Bolton 
District Hospital. 


visional approval as a a lete general training 
school for male and female nurses has been extended for 
a period of two years to the Bury and Rossendale Group 
School of Nursing (comprising aay General Hospital 
Bury, Rossendale General Hospi Rawtenstall, and 
the Gynaecological Unit of Fairfield General Hospital, 
Bury). 


For Mental Nurses 

The following have been approved to undertake training 
in accordance with the new syllabus for mental nurse 
training: (i) Horton Road and Cone — Han = 
Gloucester; (ii) Roundway Hospital, vizes ; 
bourn Hospital, Cambridge; (iv) St. Mary’s Hospital, 
Stannington, Morpeth. 

The following have been approved to undertake training 
in accordance with the new syllabus of training for nurses 
of mental defectives: (i) Hensol Castle Institution, 
Pontyclun, Glam.; (ii) Harperbury Hospital, St. Albans. 

Approval was granted to Winwick Hospital, Warring- 
ton, and St. Mary’s Hospital, Stannington, M th, for 
schemes of training based on the new syllabus for regis- 
tered general nurses for admission to the Part of the 
Register for Mental Nurses in a period of 18 months. 


For Assistant Nurses 

Approval of the following as complete training schools 
for assistant nurses was withdrawn: (i) the Orsett Lodge 
Branch of Tilbury and Riverside General Hospital, 
Orsett, nr. Grays; (ii) St. Andrew’s Hospital, Billericay. 
Information had’ been received from the authorities 
concerned that neither hospital was now functioning as 
an assistant nurse training school. 

Provisional approval for two years was granted to: 
(i) Ripon and District Hospital, Ripon, with the Princess 
Road Hospital, es ; (ii) on Hospital, Gorseinon, 
Glamorgan, with Mount Pleasant Hospital, Swansea. 

Provisional approval for three years was granted to a 
part-time scheme of at le Hospital, 
Chesterfield, with Ashgate House Annexe, Penmore 
Hospital and Morton Isolation Hospital, Chesterfield. 

Provisional approval was extended for a further two 
years to the following: (i) Fairfield General Hospital, 
Bury, with Florence Nightingale Hospital, Bury; 
(ii) Avonside Hospital, Evesham, with Evesham Hospital, 
Evesham. 

Provisional approval of the following as component 
training schools was exten for a further year: (i) St. 
Lasoo Hospital, Sudbury; (ii) Walnuttree Hospital, 
Sudbury. 


Disciplinary and Penal Cases Committee 
The registrar was directed to remove from the Register 
the name of Lizzie Major (née Thwaites), S.R.N. 201975. 








Analysis of Examination Results, February 1958 
Preliminary Examinations 
First Entries Re-entries 
Both Both 
Parts 1 AND 2 Parts Part 1. Patt 2 . Parts Part 1-. Part 2 
Passed .. ae ce 1,830 172 114 40 18 22 
Failed ... pak 69 118 150 12 25 16 
Per cent. failed 3.15 5.4 6.85 12.63 26.32 16.84 
Parts I or 2 ONLY 
Passed . 2,264 2,559 492 382 
Failed . 396 256 218 80 
Per cent. ‘failed 14.89 9.09 30.7 17.32 
Final Examinations 
General Mental Sick 
First ENTRIES Female Male Mental Defective Children Fever 
Passed ... : 3,108 115 216 38 170 42 
Failed ... é 466 18 61 14 23 12 
Per cent. failed 13.03 13.43 22.02 26.92 11.92 22.22 
RE-ENTRIES—WHOLE EXAMINATION 
Passed ... ase 7g 70 3 21 17 10 10 
Failed ... cu 70 2 23 20 6 . 3 
Per cent. failed ea 50 40 52.27 54.05 37.5 16.67 
RE-ENTRIES—PART EXAMINATION 
Passed . ie ed 286 15 14 7 8 6 
Failed . 118 4 6 1 5 — 
Per cent. ‘failed 29.21 21.05 30 12.5 3846 — 
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Radio and Television Programmes 


B.B.C. Home Service . . . an ap 
will be made on Sunday, April 20, 
at 8.25 p.m., by the Rt. Hon. Tom 
Williams, m.P. for Don Valley, West 
Riding, on behalf of the Charterhouse 
Rheumatism Clinic, which by research 
and treatment enables many of the 
people in this country suffering from 
rheumatism and arthritis to lead 
normal lives in factory, office and home, 
An outsider’s impression of the British 
tradition of voluntary service in 
hospitals will be presented by the 
Danish-born writer Marianne Helweg, 
in her feature The Helping Hand, 
which is to be broadcast on Monday, 
April 21. 


B.B.C. Television . . . in Life Line 
on April 24, the consultant psychiatrist 
will discuss incurable illness with a 
doctor who is himself suffering from 
an incurable disease. 


A GiFt OF £150,000 has been made to the 
Faculty of Anaesthetics of the Royal 
College of Surgeons by the British Oxygen 


Company, which will enable a chair of 
anaesthesia to be kept in perpetuity. 


LITTLEMORE HosPITAL nurses who com- 
plete their training will receive a badge 
incorporating the shield of Oxfordshire 
County Council’s coat of arms. 


AT SUNDON, BEDFORDSHIRE, a £25,000 
medical centre, equipped like a small 
hospital to treat casualties among en- 
ployees, has been built as part of an 
expansion plan at a factory. 


NURSES AT CHRISTCHURCH HOspPITAL, 
Hants, can look forward to a bright future. 
£200 is to be spent on refurnishing and 
renovating their home. 


Miss C. B. CHAPLAIN, matron of East 
Herts Isolation Hospital for the past 15 
years, retired on March 31. Miss Chaplain, 
who trained at The London Hospital, is 
retiring to a bungalow in Perranporth, 
where she hopes to continue her interests 
in the Women’s Institute and the Pro- 
fessional and Business Women’s Guild. 


FROM THE END OF APRIL Norfolk district 
nurses will be employed by the county 
council which takes over from the Norfolk 
County Nursing Association. 


THE LEAGUE OF FRIENDS OF WARWICK 
HosPITAL is to save half of its annual 
income until {1,000 has been raised towards 
the cost of building a recreation hall for 
nurses at the hospital. The ward formerly 
used for staff functions and prizegivings 
has been taken back into medical use. 


Joint NuRSING AND MipwIvEs CouNcIL, 
NoRTHERN IRELAND.—The number of 
successful nurses at the final State examina- 
tions held in February 1958 are as follows: 
general 110; mental 26; sick children’s 9; 
fever 10. 


PATIENTS AT SOUTHLANDS Hospital, 
SHOREHAM, SUSSEX, can switch on their 
bedside speakers at 8.55 p.m. every evening 
to hear the hospital’s own ‘epilogue’ con- 
ducted by a local minister or a member of 
the hospital staff. The equipment and 
fittings have been provided by the hospital’s 
League of Friends and the broadcasts are 
made from the room used by the accounts 
department staff during the day. 
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Nursing limes 


INTER-HOSPITAL 


Tennis [ournament 


HE DKkAW FOR THIS YEAR’S Nursing Times Lawn Tennis 
e Tournamedt is published below; 64 hospitals in the London area 
have entered teams for the cup presented by the Nursing Times. 
This is the eighth cup offered and was first won in 1954 by The 
Middlesex Hospital who had captured outright the previous cup 
resented in 1951. Winners in 1955 were St. George’s and in 1956 
niversity College Hospital won the cup for the first time. Last 
year St. George’s beat The Middlesex Hospital in the final. 
The first round must be completed by May 24. The winners 
will enter the second round (to be played by June 14). The third round must 
be played off by June 28, the fourth by July 1] and the semi-finals and final 
by the end of July. Further details of semi-finals and final dates will be pub- 
lished later. Club secretaries should get in touch with their opponents as soon 
as possible to fix matches. The hospital drawn first in each pair has the choice 
of ground in the first round; in the following rounds the meeting place is by 
agreement. The Nursing Times arranges the semi-final and final matches. 


FIRST ROUND 
Luton and Dunstable Hospital 
West London Hospital 
Harperbury Hospital 
King’s College Hospital 
St. Thomas’ Hospital 
Kingstou Hospital 
Redhill County Hospital 
St. Bartholomew's Hospital 


FIRST ROUND (continued) to be played by May 24 


Central Middlesex Hospital 
Royal Masonic Hospital 

St. Alfege’s Hospital 
Hampstead General Hospital 
Richmond Royal Hospita! 
Farnhaiu: Couaty Hospital 
Epsom District Hospital } 
St. Mary Abbot’s Hospital 
Paddington Hospital 

St. Stephen’s Hospital 

Fulham Hospital 

St. John and St. Elizabeth Hospital 
Belgrave Hospital for Children 
University College Hospital 


St. Leonard's Hospital 

Whipps Cross Hospital 

Hammersmith Hospital 

Rowley Bristow Orthopaedic Hospital 
The Middlesex Hospital 

Bushey Maternity 
Priucess Louise Kensington Hospital 
Westminster Children's Hospital 
Guy's Hospital 

Hillingdon Hospital 

West Middlesex Hospital 

Charing Cross Hospital 


Royal Free Hospital } 
St. Peter’s Hospital, Chertsey 


Whittington Hospital 
Edgware General Hospital 
Farnborough Hospital 


Oldchurch Hospital 
ospital Bexley Hospital 
Harold Wood Hospital 


Hospital for Sick Children, 
Great Ormond Street 


Poplar Hospital 
Lewisham Hospita! 
St. Helier Hospital 

St. Charles’ Hospital 


Letters tothe Editor 


Conditions in the Profession 


Mapam.—Nursing staff throughout the 
country have fullowed with great interest 
articles and letters in the Nursing Times 
on the matters of recruitment, hours of 
work and salaries. 

Iam a fully qualified nurse, working full 
time, and have also followed these matters, 
not only in your excellent magazine but 
in the press, doctors’ journals, radio and TV. 

It does appear to me there are three 
great causes to be thrashed out. 

1, The status and salaries of nursing 
staff, excluding matrons. 

2. The welfare of nursing staff, condi- 
tions of service and hours of work. 

3. Recruitment and present wastage 
of nurses. 

I have purposely put these in the order 
that seem to many of us to require attention. 

The last two matters will necessarily be 
easier to solve if the first is remedied. 

The national unrest of all grades of 
hursing staff, excluding matrons, is, to the 
majority of us, the entire crux of all these 
Problems. No amount of better conditions 


and reduced hours of work will help staff to 
combat the rising cost of living. The 
exhaustion after long hours of duty is not 
entirely physical, and fatigue and ulcers 
are largely due to pressure on our inade- 
quate salaries that nag at many, even in 
working hours. 

There is a large proportion of staff today 
who are married, and do full-time duty, 
support families or elderly parents, in fact 
most of us have some kind of responsibility 
at home. After a heavy day in the wards 
the anxiety of rising rents and rates, etc., 
presents an enormous mental fatigue out 
of all proportion. 

It appears to many of us that com- 
mittees dealing with the problems refuse 
to face the main problem that they are not 
dealing with a 100 per cent. single student 
nurse type of staff, but a solid hub-wheel 
of full-time, qualified S.E.A.N. and S.R.N. 
nurses, who carry the full weight of the 
hospital ward work, and a great number of 
whom are non-resident. 

Instead of trading on their good faith and 
lovalty, and secure in the knowledge that 
this hub-wheel will never let their hospitals 


Queen Mary’s Hospital, Sidcup 


St. Margaret's Hospital, “> 


West Park Hospital, Epsom 


St. Mary’s Hospital, W.2 
Chase Farm Hospital 


Evelina Children’s Hospital 
Brook-Memoria! Hospital 


St. a Hospital 

Banstead Hospital 

Highlands General Hospital 
Westminster Hospital 

Willesden General Hospital 
King Edward Memorial Hospital 
Hackney Hospital 

Metropolitan Hospital 

The London Hospital 

Bethlem Royal Hospital 


down by strike action, would it not appear 
that these committees should make a 
concerted effort at every help and co- 
operation they can provide? Any nurse 
worth her salt will work hard if she knows 
that her work is not taken for granted and 
exploited. 

No doubt I shall be accused of being 
‘worldly’ and told that you cannot have 
worthwhile nurses who are only thinking of 
remuneration. The point is, you can have 
so many more better nurses with a true 
sense of vocation, who will cease to be 
riddled by anxiety of finance, out of keeping 
with today’s cost of living, which will in 
turn improve their health and high standard 
of work, maintained at the moment by sheer 
nervous energy and necessity to earn. 

Conditions of service, hours of work and 
welfare of staff obviously need much 
revision. Each hospital has its own particu- 
lar lack of one facility or another for nursing 
staff. A definite plan of hours of work laid 
down and made law, whether it be 44 hours 
or 46 hours, does not matter, provided it is 
uniform throughout the country and does 
not depend on the whim of any local H.M.C. 
to put these hours into force ‘when it can 
be managed’. A personnel officer of S.R.N. 
status could be attached to each H.M.C. to 
attend to welfare and deal with any nursing 
staff problems, acting also as a liaison 
between staff and management. 

The recruitment and wastage of nurses 
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can only be sorted out and solved once the 
former problems are settled. The induce- 
ments to a young nurse in training, and even 
newly qualified, are almost non-existent. 
Time and money stifle the young as well 
as the experienced trained nurse of the 
28-50 age group, and many a good brain 
and administrative ability is lost to the 
profession for these reasons. 

It does therefore seem a pity to spend 
vast amounts of money on building rocket 
bases, atomic missiles, etc., for the destruc- 
tion of mankind, when it could be put to 
such better use in its preservation of life, 
helped by a well organized and efficient 
nursing service, looked up to and trusted, 
instead of the public still holding whimsical 
dreams of ‘angels in white’. 

I have put my name and address to this 
letter, madam, but feel, like Junior Wrangler 
of a previous week’s Nursing Times—if 
this is printed, it might be taken as applying 
locally rather than generally, therefore I 
too, would rather remain anonymous, and 


sign myself 
*. 


North Middlesex Hospital, 
Edmonton, N.18 
Will past members of the staff wishing 
to contribute to a gift for Mr. D. E. Bell, 
group secretary, on his retirement in May, 
please send donations to matron by April 30. 


Southampton General Hospital, 
Tremona Road, Southampton 


Mrs. D. M. Bond, née Hoar, will be retiring 
at the end of June after more than 30 
years’ nursing service, 12 as matron of this 
hospital. Any former members of the staff 
who would like to be associated with a 
presentation should send their contributions 
to Miss H. Sharp, deputy matron. 


Appointments 


Royal Masonic Hospital, London 
Miss CONSTANCE O’TOOLE, S.R.N., has been 
appointed Matron. Miss 
O’Toole trained at Guy’s 


Hospital, qualifying in 
1947. Since then she has 
held posts, successively, 
as sister in the prelimin- 
ary training school, ward 
sister, night sister, and as 
third, second, and latterly 
first assistant matron at 
Guy’s Hospital. She will 
take up her new post on 
May 12. 


New North West Hospital, Altnagelvin, 

Londonderry 
Miss Betty Boyce, S.R.N.,_ S.C.M., 
ORTHOPAEDIC NURSING CERT., has been 
appointed the first Matron of this new 
hospital and will take up her duties on 
completion of the building. Miss Boyce 
trained at the Royal Victoria Hospital, 
Belfast, the Royal Maternity Hospital, 
Belfast, and Wingfield-Morris Orthopaedic 
Hospital, Headington, Oxford. After a 
period as ward sister at the Royal Victoria 
Hospital, Miss Boyce was appointed 
assistant matron/sister tutor, Ulster Hos- 
pital for Children and Women, Belfast, 
and during the war served in France, 
Germany and India with Queen Alexandra’s 
Imperial Military Nursing Service (Reserve). 
After demobilization, Miss Boyce became 
home sister at Wingfield-Morris Ortho- 
paedic Hospital, and was subsequently 
matron of Throne Hospital, Belfast, South 
Tyrone Hospital, Dungannon, and the City 
and County Hospital, Londonderry. 


At the Theatre 


NOT IN THE BOOK by Arthur Watkyn 
(Criterion) 

Unfailing entertainment regardless of 
mood: a neatly planned, almost justifiable 
murder, fortunately disrupted by unfore- 
seen and highly amusing interruptions. 
The whole performance is so polished it 
gives one an impression of being the 
uninvited guest of an awfully nice, if highly 
conventional, host. 


TWELFTH NIGHT (Old Vic) 

This new production of Twelfth Night 
comes as a shock, a delightful shock, to the 
eye inured to the starkness and realism of 
so many modern stage productions. The 
curtain rises on the trellised arbour and 
ruined fragment of antiquity of Desmond 
Heeley’s set, and his costumes continue 
the enchantment with the gorgeous trap- 
pings of the Duke and the sea-misted gown 
of Viola’s first entrance, to startle yet again 
with the angular black and white beauty 
of Olivia’s household. 

John Neville’s Sir Andrew Aguecheek is 
an entirely new conception and one that 
makes us despise the knight so much less 
than usual; the pointing of his sense of 
humour is new, and his scenes with Paul 
Daneman’s Sir Toby Belch draw more 
genuine robust laughter from the audience 
than can be found throughout an average 
year of modern plays. 

Richard Wordsworth’s Malvolio brings 
a freshness to the part which keeps it alive 
throughout and excites strong pity for his 
plight, while Derek Godfrey’s interpretation 
of Feste the clown is sensitive and sympa- 
thetic and brings yet another delight with 
his songs. 

The tranquil effect of the whole pro- 
duction leaves us, at the end, more satisfied 
with Michael Benthall’s interpretation of this 
play than many of us can have been at a 
theatre for a long time. 


BREATH OF SPRING (Cambridge) 

For sheer entertainment one can 
thoroughly recommend Peter Coke’s new 
comedy and congratulate him on having 
Miss Athene Seyler to lead with her spark- 
ling genius his adventure into the polite 
underworld of crime with a philanthropic 
motive. In her flat overlooking the Albert 
Memorial, Dame Beatrice Appleby (Athene 
Seyler) plays hostess to a group of her 
friends who during Act I are busily engaged 
in helping to restore to a neighbour’s flat 
without detection a fur wrap which her 
grateful maid Lily (Joan Sims) has stolen 
for her mistress. 

Led by the meticulous tactics of a retired 
brigadier (Michael Shepley) with a passion 
for stop-watches, the operation is so 
successful that it suggests to them a way 
of helping less fortunate folk by a carefully 
planned series of fur robberies, the results 
of which are disposed of for cash. But when 
Lily discovers their little game and barely 
manages to save them by her wits from the 
attentions of Scotland Yard the fun waxes 
ever more lively until suspicion is safely 
removed and the C.I.D. withdraw. 

The talents of Hazel Hughes as a tele- 
phone mimic and of the shy spinster 
(Elspeth Duxbury) who, wrapped in 
gorgeous but ill-gotten mink, sighs “Now I 
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know why women are wicked!” add much 
to the general liveliness of the production, 
while Mary Merrall as a charming rival 
for the attentions of the brigadier is a 
delightful foil for Miss Seyler in a gentle 
romance suited to what the latter describes 
as ‘the tea-time of life’. 


THE ICEMAN COMETH by 
O’ Neill (Winter Garden) 

Set in the New York of 1912, The Iceman 
Cometh introduces us to a group of assorted 
failures and fatalists who live in a saloon. 
cum-rooming house, and whose common 
sustaining interest is the ‘pipe-dream’ that 
each possesses. 

Largely due to the masterful direction 
of Peter Wood, the unfolding plot of how 
these dreams are almost forced into reality 
retains the attention through four-and-a- 
half hours of raw comedy, pathos and acute 
dramatic tension. The lack of genuine 
American accents mars an otherwise superb 
production. Jack MacGowan as Harry 
Hope, the proprietor of the saloon, gives 
a convincing performance and two fine 
character portrayals are given by Patrick 
Magee and Ian Bannen. 

The designer, Hutchinson Scott, has 
produced a fine decor which, by being 
visible from the moment of entering the 
theatre, serves admirably to pre-set the 
atmosphere. 

The Iceman Cometh is certainly a rare 
theatrical experience. 


Eugene 


New Films 


Saichmo the Great 

This film should have a particular interest 
for all traditional jazz enthusiasts as it un- 
folds its history through two centuries from 
the rhythmic beat of tribal drums to the 
pure trumpet playing of Louis Armstrong, 
commonly called the King of Jazz. Satchmo 
literally blows his way through the film and 
plays many popular numbers such as ‘Basin 
Street Blues’, ‘C’est Si Bon’, and concludes 
with a delightful rendering of the ‘Saint 
Louis Blues’. - 


The Quiet American 

Despite the puerile distortion of the end, 
which destroys the whole point of Graham 
Greene’s book, this is a magnificent film. 
Michael Redgrave as Fowler gives as usual 
a superb performance and the facial expres- 
sions of Claude Dauphin as Vigot are a 
delight. Audie Murphy as the American is 
adequate. 


Desive Under the Elms 

Eugene O’Neill’s play of New England 
of the 1850’s retains its Old Testament 
quality well in the film. Burl Ives plays 
magnificently the patriarch who dominates 
his sons’ lives and he overshadows all the 
other characters. Even when not on the 
screen his presence is felt. His third wife, 
the young Italian who falls in love with 
his son, is played by Sophia Loren, and for 
a short space of time one can almost 
believe they may achieve happiness. But 
the drama is inevitably played to its awful 
end with a relentless force which leaves the 
patriarch alone on his farm and the land 
he has sworn to keep his own. This film 
has a terrible morality and a puritan quality 
which takes no account of human weakness. 
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Lederle proudly announces 


the introduction of 


lLederecort 


TRIAMCINOLONE (9 ALPHA-FLUORO-16 ALPHA-HYDROXYPREDNISOLONE) 


a new, superior corticosteroid of great promise 


LepERcorT is an achievement of Lederle corticosteroid 
research—created to minimise the major deterrents to all 
previous steroid therapy. It offers increased potency for 
greater clinical effectiveness; reduced dosage and the distinct 
advantage of fewer side effects. 


LEDERCORT represents a new HIGH in anti-inflammatory 
effects with a lower dosage that averages } less than predni- 
sone. LepErcorT offers a new LOW in the collateral 
hormonal effects associated with all previous corticosteroids 
since it causes: no oedema, no hypertension, no psychosis, no 
weight gain or potassium depletion. 


Because of its reduced dosage, there is a lower incidence of 
other side effects such as peptic ulcer, osteoporosis, epigastric 
distress, diabetic state, Cushinoid “obesity”. 


LepERCORT provides prolonged therapy at less cost with 
easier patient management. 


invications: Rheumatoid arthritis; bronchial asthma; dermatoses; allergic 
disorders; other conditions where corticosteroids have proved 


beneficial. 


Oral tablets of 4 mg., scored for easy division. 
Bottles of 30, and 100. 


Giteris 
LEDERLE LABORATORIES DIVISION 


Cyanamid OF GREAT BRITAIN LTD., London, W.6.2 
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The District Nurse 


and she heard at the Clinic— 
that by far the simplest way 

of ensuring that baby has a 
germ-free bottle for every feed 

is to sterilise it with Milton. 
Otherwise his tummy may get 
upset and then the smile 

will depart! You should tell mothers 
about the Milton method. 


Leaflets and a film strip on ‘Care of Babies’ 
Feeding Bottles and Teats’ are available from 
Milton Antiseptic Limited 
42/46 Weymouth St, London, WI 
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Happy Baby — carefree Mother! 


Mother can relax—knowing that the Kamella Baby 
Bag will keep baby snug and happy and safe from chills 
by day and night, allowing completely free and un- 
restricted movement, with ample room for little legs 
to kick and grow strong. — k 

In carefully selected fabrics—porous, light and warm, 
soft and non-irritating with rubber buttons and 
Sroreany Testaing Citi tn bundeede of hocsmd 
N Traini » in hun ty) usan, 
of beans od ered Royal Nurseries. Hard-weari 
and washable—and FULLY GUARANTEE 
(replaced willingly if found faulty in wash or wear), 


In pure wool and 


Wool/Nylon, from 
about 48/- 


The original 
BABY BAG 


ing Gowns, Pram Coats and Sets, Beachwear, T Shirts 
Ss Ben Nic aed whos, Summer Underwear etc. At all good 
Stores and Baby ane. Write for FREE illustrated booklet: Kamella 
Letd., Bolton Road, Bradford. 
f GUARANTEED Health ( 
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If you retire at age 55 which 
would you prefer — 


£2,757 2: 
or £1 50. year for life 


Most Nurses, age 45 or under, can spare out of their income 
sufficient to provide, under a special Sun Life of Canada Plan, a large 
Cash Sum or a Pension for life in later years. Many hundreds of 
Nurses are doing so now. 

Why not join them and make sure that when your day of retire- 
ment comes, you’ll have this extra money and enjoy your leisure 
free from financial worry? The plan has many advantages— it can be 
adjusted, at the outset, to provide cash or an income at ages 
60 or 65, and gives you the appropriate and very acceptable relief of 
Income Tax. 

It’s well worth your while to investigate this Plan. If you fill in 
and post this form (2d if unsealed) or send a letter, full details will 
be provided without any obligation. 





To M. MACAULAY (General Manager for Gt. Britain and Ireland) 
SUN LIFE ASSURANCE CO. OF CANADA 
106 Sun of Canada House, Cockspur Street, London, S.W.1 


I should like to know more about your Plan as advertised, without 
incurring any obligation. 
NAME. 


ADDRESS. 
OCCUPATION. 








Exact date of birth 




















NT 18/4/58 
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Senior Occupational Health 
Nurses’ Course 


RESIDENTIAL refresher course for 
senior occupational health nurses, ar- 
by the Royal College of Nursing and 
Birmingham Accident Hospital, will be held 
at Fircroft College (Primrose Hill), Selly 
Oak, Birmingham, from July 16-22. The 
mme is being planned to help the 
nurse administrator in industry and com- 
merce to consider the following aspects of 
her work: 

(a) Selection and assessment of staff; 

(o) Staff meetings and group discussions; 

(c) Counselling; ; 

(é) Practical work experience for students. 
Visits will be arranged to highlight (d), and 
certain group and project activities are 

ned as well as social occasions. 

Accommodation is limited so early 
application is essential. Inquiries for pro- 

mes and application forms should be 
made to Miss H. M. Simpson, Education 
Department, Royal College of Nursing, 
London, W.1, from May 9. It may not be 
possible to accept applications after June 16. 

Fees. Whole course £5 5s., residence, 
whole course, {8 8s. Non-resident students 
may obtain meals at Fircroft College for 
approximately 8s. 6d. per day and will pay 
for lectures on a sessional basis: single 
lectures 6s. (College members 4s.) 


Ward and Departmental 
Sisters Section 


Ward and Departmental Sisters Section 
within the South Western Metropolitan 
Branch.—A general meeting will take place 
in the classroom of St. George’s Hospital 
School of Nursing, 7, Knightsbridge, on 
Tuesday, April 22, at 7.30 p.m. At 8 p.m. 
Dr. Leatham, will give a talk on Recent 
Advances in Cardiology. Staff nurses are 
cordially invited to attend this meeting. 


Occupational Health Section 


Glasgow and West of Scotland Group.— 
Miss D. Davies, recently appointed secretary 
to the Section, would like to meet members 
of the Group. There will be a meeting at the 
Scottish Nurses’ Club, 203, Bath Street, 
Glasgow, on Tuesday, April 22, at 7.30 p.m. 





465 


al, College of Nursing 





MEMBERS—USE YOUR VOTE 


to elect 12 members annually to the 
College Council, 
LAST MIN UTE for receiving voting 
papers this year 
3 p.m. Thursday, April 24 
3 p.m. June 17 
(overseas members) 











Reading Group.—A short business meeting 
will be held in the library, Royal Berkshire 
Hospital, on Thursday, April 24, at 7.30 p.m., 
followed by an open meeting at 8.15 p.m. 
Dr. A. Wray will speak on The Sea in Music 
and Poetry, illustrated by records. 


Branch Notices 


Bath and District Branch.—A_ general 
meeting to receive reports of the Branches 
Standing Committee meeting and Founders 
Day celebrations will be held in the class- 
room, St. Martin’s Hospital, on Wednesday, 
April 30, at 6.30 p.m. 

Birmingham and Three Counties Branch. 
—A general meeting will be held in the 
lecture hall, Birmingham Children’s Hos- 
pital, on Wednesday, April 23, at 6.45 p.m., 
to receive reports of the Founders Day 
celebrations, Branches Standing Committee, 
etc. 

Bradford Branch.—A general meeting 
will be held at Bradford Children’s Hospital 
on Monday, April 21, at 7.30 p.m. 

Croydon and District Branch.—A jumble 
sale is to be held in the Silverdale Hall, 
Silverdale Road, Croydon (opposite the 
Parish Church), on Saturday, April 26, 
at 2.30 p.m. Please come and bring your 
friends. Proceeds to Branch funds. 

Dartford and North Kent Branch.—A 
meeting will be held at the Empire Paper 
Mills Ltd., Greenhithe, Kent, on Monday, 
April 28, at 7.30 p.m. The personnel 
officer will give a talk on Experiences in 
Africa. This will be followed by a business 
meeting with reports of Founders Day. 
Travel: main Dartford-Gravesend Road, 2-3 
minutes from Swanscombe Swimming Pool. 

Edinburgh Branch.—A business meeting 
will be held at 44, Heriot Row, on Thursday, 
April 24, at 7 p.m. Miss M. A. Macaskill, 


FOUNDERS DAY RECEPTION in the ballroom of the Rougemoni Hotel, Exeter: 
Lt.-Col. R. H. Creasy, mayor (centre), with Mr. K. C. H. Rowe, the mayoress, Miss 
G. M. Godden, O.B.E., Mrs. Rowe, Miss J. Leiper, and Dr. J. R. Simpson. 





















principal tutor, Edinburgh Royal Infirmary. 
will speak on Nursing in Scandinavia. 

Glasgow Branch.—Dr. E. M. McNicoll will 
speak on Himalayan Expedition in Block 15, 
Stobhill Hospital, Glasgow, on Tuesday, 
April 29, at 7.30 p.m. A good attendance is 
requested. Non-members Is. 

Gloucester Branch.—A jumble sale will 
be held at Gloucester Royal Hospital, 
Great Western Road, on Friday, April 25, 
at 3 p.m. Please send any jumble you can 
spare. The Branch monthly meeting will 
be held at Gloucester Royal Hospital, 
Southgate Street Branch, on Monday, 
April 28, at 6 p.m. 

North Eastern Metropolitan Branch.—A 
Branch general meeting will be held at St. 
Margaret’s Hospital, Epping, on Tuesday, 
April 22, at 6.30 p.m., followed by a talk by 
Mr. W. W. Addison, J.P., on The Social 
History of Epping Forest. Travel: Central 
Line to Epping Station, thence bus 396 or 
Green Line bus 718, 720. Alight at Epping 
Garage and take bus 339 (10 minutes past 
and 20 minutes to each hour). 

Preston and District Branch.—A study 
day will be held at Preston Royal Infirmary 
on Saturday, April 19. The first talk will 
start at 11 a.m. and the theme for the day 
will be Mental Health. 

Redhill, Reigate and District Branch.— 
A general meeting will be held at Green- 
fields, Warwick Road, Redhill, on Tuesday, 
April;22, at 7.30 p.m. 4 
ene se 
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ROYAL COLLEGE OF NURSING 
APPEAL 
for the Nation’s Fund for Nurses 

Once again we are appealing for more 
regular donors, The monthly and quarterly 
donations which we receive help at all times 
but especially during the summer months 
when donations tend to be small. Will you 
think, once more, about the possibilities of 
sending a small monthly donation please? 
We thank all the donors this week and also 
Miss Head, Mrs. Townsend, and Mrs. 
Duncan for their gifts. 


Contributions for week ending April 12 
£s 


S.R.N. Monthly i Pe +s 

Royal Berkshire Hospital, Monthly donation” 10 
t) i 4 i 10 

Co! Member 18679 .. as “é 0 

Miss Nuttall én 0 

Cromer and District Branch. Proceeds of a 





HOA moO 
nO 
coo co coo coooo 


Total £19 38. 
4 E. F, INGigz, 


Secretary, Royal College of Nursing Appeal for the 
Nation’s Fund for Nurses, 1a, Henrietta Place, Cavendish 
Square, London, W.1. 


Harrogate Branch 


The annual general meeting of Harrogate 
Branch was held at the General Hospital in 
March. There was a good attendance 
to welcome the new president, Mrs. 
Ramsden, the wife of Mr. James Ramsden, 
the local Member of Parliament. Miss M. 
Reynolds was re-elected chairman. 

The guest speaker was Miss G. M. Godden, 
president of the Royal College of Nursing, 
who gave a most interesting address on the 
College. An excellent tea was provided by 
Miss P. M. Thompson and her staff. 
















Windsor Coffee Party 


and Bazaar 


The Countess Alexander of Tunis 
opened the coffee party and bazaar 
organized by Windsor, Slough, Maid- 
enhead and District Branch on 
April 12 at the Guildhall, Windsor. 
Portraits of past and present mon- 
archs gazed down on a lively scene, 
following the Countess’s opening 
remarks which showed an informed 
and appreciative awareness of what 
the College and its Branches are 
doing for nursing and nurses. The 
stalls were cleared in record time and 
nearly {100 realized in a couple of 
hours. In an equally busy room, 
coffee and cakes were provided and 
served, through the generosity of 
members of the Women’s Voluntary 
Service. 

Many nurses from the wide area 
covered by the Branch attended as 
well as the citizens of Windsor, and 
the organizing committee of the 


event are to be congratulated on the G. 


excellent arrangements and cordial 
atmosphere that made everyone 
feel welcome. 





Roya COLLEGE OF NURSING 
HEADQUARTERS, LONDON: 
Henrietta Place, Cavendish Sq., W.1 
EpinsurcH: 44, Heriot Row 
Be.rast: 6, College Gardens 











‘Local Government 


REPRESENTATIVE _ gathering of 

public health nurses in Greater London 
gathered in the Cowdray Hall on April 10 
to discuss the organization of local govern- 
ment in the Greater London area, its 
present form and future possibilities. 

The secretary to the Public Health 
Section, Miss M. K. Knight, said that a 
Royal Commission had been appointed “‘to 
examine the present system and working 
of local government in the Greater London 
area; to recommend whether any, and if 
so what, changes in the local government 
structure and the distribution of local 
authority functions in the area, or any part 
of it, would better secure effective and 
convenient local government; and to regard 
for these purposes, local government as not 
including the administration of police or 
of water...” 


Possible Reorganization 


The Royal College of Nursing had been 
invited to submit its views to the Royal 
Commission and the Public Health Section 
had set up a working party to prepare a 
memorandum. The working party had 
already met twice but would welcome the 
views of members living and working in the 
area under review. It was necessary to try 
to look at the whole matter objectively, to 
examine the present system, its effective- 
ness and convenience and then consider 
any possible reorganization for the future. 
The area concerned was larger than the 
Metropolitan Police District and comprised 
well over 100 different local authorities. 

A free and full general discussion then 
followed, every effort being made to consider 





Countess Alexander of Tunis (right) with Miss 
M. Hanbury-Williams, president of the 
Windsor Branch and deputy mayor of Windsor, 
and Miss G. Morgan, Branch chairman, intent 
on supporting the bazaar. 


Evesham Branch 

Miss L. Mee, s.R.N., S.C.M., H.V., deputy 
superintendent health visitor, Worcester- 
shire County Council, having been nomin- 
ated by Evesham Branch, of which she is a 
member, has been appointed a member of 
the South Worcestershire Hospital Manage- 
ment Committee for three yearsfrom April 1. 


in Greater London’ 


basic needs and principles and to avoid 
discussion of any particular authority or 
its internal administration. There appeared 
to be general agreement that any reor- 
ganization should ensure that personal 
health and welfare services should be as 
personal as possible; domiciliary visiting, 
so essential a part of the personal health 
services, should be maintained; any new 
local government areas should comprise a 
population of more than one social group, 
be large enough to provide all educational 
requirements, while at the same time be of 
a size consistent with good local adminis- 
tration; health and education services 
should be under the same administration; 
housing and many of the environmental 
health services were so closely associated 
with the personal health services that they 
too should share the same form of adminis- 
tration; other functions such as town and 
country planning, traffic, sewerage and 
sewage disposal could more effectively be 
carried by a larger regional form of 
administration. 

Whatever the size of the administrative 
area, its ultimate designation or status 
might be, day-to-day responsibility for 
services should be supported by adequate 
financial provision, even should there be a 
two-tier system of administration. 


‘The Staff Nurse: Her Role and Achievement’ 
We are asked to state that at the con- 
ference on April 23, the speaker at 2.15 p.m., 
Miss Frances Beck, is assistant director, 
Florence Nightingale Education Division, 
International Council of Nurses. 
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British Council for Rehabilitation —The 
annual general meeting will be held in the 
Great Hall of The British Medical Associa. 
tion on Tuesday, April 29, at 4.30 p.m. The 
first Dame Georgiana Buller memorial 
lecture will be given by Sir Reginald 
Watson-Jones at 5 p.m., on Disability ang 
the Restoration of Life. Seats may be re 
served free on application to the Genera] 
Secretary, British Council for Rehabilitation, 
Tavistock House (South), Tavistock Square, 
London, W.C.1, on receipt of a stamped 
addressed envelope. 

Claybury Hospital, Woodford, Essex.—The 
prizegiving will be held on Wednesday, April 
23, at 3 p.m. Past members of the staff will 
be most welcome. R.S.V.P. to matron. 

Infectious Hospitals’ Matrons’ and Nurses’ 
Association.—The annual general meeti 
will be held at Monsall Hospital, Newton 
Heath, Manchester, on Saturday, May 3, at 
2 pm. R.S.V.P. to matron, Monsall 
Hospital. 

Inter-hospital Nurses’ Christian Fellow- 
ship.—The spring rally will be held at 
Bridewell Hall, Eccleston Place, London, 
S.W.1, on Saturday, April 19, from 3 p.m, 
to 9 p.m. 

Kent and Canterbury Hospital.—The 
nurses’ league reunion will be held on 
Saturday, May 3, at 2.15 p.m. 

Miller General Hospital, London, S.E.10o— 
The annual reunion will be held on Thurs- 
day, April 24, at 3.30 p.m.. All members 
are invited. R.S.V.P. to matron. 

The United Hospitals’ Choir.—The choir 
will perform Handel’s Belshazzar at St. 
James’s Church, Piccadilly, London, W.1, 
on Tuesday, April 22, at 7.30 p.m. Pro- 
grammes 3s. 6d., 5s., 7s. 6d., at door or 
from Miss E. Sorensen, South Western 
a Landor Road, S.W.9. 

ipps Cross Hospital Nurses’ League.— 
A meeting will take place in the Lecture 
Room on Saturday, April 26, at 3 p.m. At 
3.30 p.m. Miss N. Newmarsh will give a 
talk on Portrvaits—Art and the Human 
Head. A hearty invitation is extended to 
all past trainees. 


National Health Service 


NATIONAL HEALTH SERVICE (SUPERANNUA- 
TION) (AMENDMENT) REGULATIONS 1958 
HM (58) 27 explains the amendments to 
the National Health Service Superannua- 
tion Regulations, 1955, made by the 
National Health Service (Superannuation) 
(Amendment) Regulations, 1958. 

1. Under the provisions of the Yarmouth 
Naval Hospital Transfer Act 1957, the 
Royal Naval Hospital, Great Yarmouth, is 
transferred to the Minister with effect from 
April 1, 1958. The hospital will then come 
over to the National Health Service and 
the staff will be employed by the East 
Anglian Regional Hospital Board, and so 
become subject to the National Health 
Service Superannuation Scheme. 

2. The purpose of the amending regula- 
tions is to give to staff taken over with the 
hospital the options and rights available 
to persons becoming subject to the scheme 
in consequence of the acquisition of prem- 
ises within the meaning of section 58 of the 
National Health Service ‘Act 1946, in the 
same way as they have’been given to staff 
transferred with ex-Ministry of Pensions 
hospitals under the Transfer of Functions 
(Ministry of Pensions) Order 1953. 

Regulation 3 (b) and (c) of the Amending 
Regulations remedy defectsin Regulation 58. 






\\\\\\\\ 
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A potent ally 


to banish embarrassing ACNE 





‘RO-A VIT’ 





vitamin A 


DOSAGE PACKINGS Tablets: 50,000 i.u. (approx. 17 mg. vitamin A acetate) 
100,000 i.u. to 300,000 i.u. daily in bottles of 30 and 200. 


Drops: 150,000 i.u. per c.c in bottles of 7°5 c.c. 
ROCHE PRODUCTS LIMITED- 15 MANCHESTER SQUARE+- LONDON WI 




















HERE 


N.A.P.T. ACTIVITIES 


O successful has been the campaign 

against tuberculosis in this country that 
the National Association for the Prevention 
of Tuberculosis extended its activities to 
include diseases of the chest and heart. 
Readers will have an opportunity of seeing 
for themselves the greatly widened scope of 
this organization in the conference to be 
held at the Festival Hall, London, in July. 

A series of leaflets is being designed for 
cardiac patients, starting with Heart Disease 
in Pregnancy and What your Heart Does. 
These small, well-thought-out leaflets are 
being made available to health visitors, mid- 
wives and antenatal clinics through local 
authorities and should be helpful to cardiac 
patients in any walk of life. From NAPT, 
Tavistock House, London, W.C.1, 2d. per 
leaflet or 10s. per 100. 


CELEBRATING 64 YEARS’ 
SERVICE 


ISS M. V. GURNEY, after 32 years on 
the staff of Lord Mayor Treloar Ortho- 
paedic Hospital, Alton, has retired. Lord 
Burnham presented Miss Gurney with a 
coffee table and tea service from the 
committee, and Miss Walker, matron, 
presented a cheque from all 
sections of the staff, past 
and present. ais 
Miss Gurney is. retiring 
after 29 years as a ward 
sister, but Miss E. M. Hadley, 
who has also given 32 years 
service, is continuing. To- 
gether they cut a birthday 
cake made for them by one 
of the student nurses, at the 
presentation tea party. 


SOUTHAMPTON 
GENERAL 
HOSPITAL 


HE Florence Nightingale 
Chapel Appeal Committee 
of Southampton General Hos- |- 
pital are holding a garden | 
party at the hospital on 
Saturday, May 31, at3 p.m. © 
During the afternoon the 
nursing staff are staging six | 
scenes from the life of Florence — 
Nightingale. Mrs. D. M. Bond, 
matron, would be pleased to see any past 
members of staff and their friends (tickets 
3s. 6d.). 


SCHOOL SUCCESSES BY 
SPASTICS 


~— YEAR four pupils suffering from 
cerebral palsy succeeded in passing the 
General Certificate of Education (G.C.E.) 
though two of them, unable to hold a pen, 
were permitted to dictate their answers to a 
‘secretary’. 

All these children were pupils at the only 
secondary school for spastics in the country 
—the Thomas Delarue School, near Ton- 
bridge, Kent, which was opened by the 
National Spastics Society nearly three 
years ago. There are 45 pupils between the 


and THERE 


ages of 12 and 17, and a full curriculum up 
to grammar school standard is provided. 
The school has been recognized by the 
Ministry of Education. 

This success story proves once more that 
people suffering from this handicap may 
have intelligence equal to or above the 
normal; the potentiality may well be there, 
only needing opportunity to develop. 


NEW VACCINE 


NEW British freeze-dried vaccine for 
tuberculosis will be available for a nine- 

month trial period 

from April 1. So 

far the only vac- 

cine used in this 

country has been 

tke liquid prepa- 

ration imported 

from the State 

Serum Institute in 

Copenhagen. 


Right: MISS R. 
Ss. DENNIS 
who vetived in 
March after 12 
years as matron at 
the German Hos- 
pital, London, E.8 
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Above: MISS V.M.GURNE Y and MISS 
E. M. HADLEY cut the cake made by a 
student nurse to celebrate their combined 
service of 64 years at the Lord Mayor Treloay 
Orthopaedic Hospital, Alton, Hants. Miss 
Walker, matron, is on Miss Hadley’s left. 


NEW HOSPITAL CHAPEL, 
STANMORE 


Yo peewee was realized at the Royal 
National Orthopaedic Hospital, Stan- 
more, Middlesex, on March 30, when the 
new chapel for Church of England and Free 
Church patients was dedicated at a simple 
and dignified service conducted by the 
Rev. E. H. Loasby and the Rev. P. J. 
Goodland, hospital chaplains. 

The chapel was filled to capacity by 
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Right: MISS C, 
THOMPSON, 
Q.A.R.N.NS., 
who recently received 
the A.R.R.C. from 
the Queen, outside 
Buckingham Palace 
after the investiture 
at which she received 
her award. 


Above: the NEW CHAPEL at the Royall 


National Orthopaedic Hospital, Stanma t. 


patients, hospital staff and friends. 


Henry Floyd, chairman, read the first” 


lesson, and Mr. H. Seddon, clinical 
director and surgeon, read the second lesson, 
Members of the board of governors, Colonel 
E. K. Wood, house governor, and Miss M. E. 
Sands, matron, were also present. The 
Bible was presented by the present nursing 
staff, and the alms bags by the past nurses 
of Stanmore. 


N.A.S.E.A.N. KENT BRANCH 


i i annual general meeting of the Kent 
Branch, National Association of State 
Enrolled Assistant Nurses, was held at 
Orpington Hospital on April 1. Miss R. 
Hicks, retiring president, commented on the 
fact that the organization was now thriving 
under a good council and increased member- 
ship. The delegate to the past year’s con- 
ferences, Mr. F. W. Lane, gave a report 
emphasizing that the removal of the word 
‘assistant’ was of paramount importance to 
them all. 

Miss Reading, matron, Queen Mary's 
Hospital, Sidcup, was elected president; 
vice-presidents were Miss Thomas, matron, 
Southern Hospital, Dartford, and Miss 
Aspby, tutor to assistant nurses, Queen 
Mary’s Hospital, Sidcup. Mrs. Sands, also 
of Queen Mary’s Hospital, was appointed 


chairman and Miss E. Rogers, Orpingtom | 
Mr. F. W. Lane, 1° 
Bournewood Road, Orpington, was elected: 


Hospital, treasurer. 


secretary. 
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